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RHEUMATIC FEVER* 


BY WILLIAM H. ROBEY, M.D., BOSTON 


Many of the laity still have confused ideas 
about rheumatism, thinking that the disease is 
largely confined to middle and old age. They 
express surprise when told that the most dan- 
gerous form occurs in childhood and young 
adult life. Even physicians are still doubtful 
about the classification of the various types, and 
those who are giving the matter active consid- 
eration are endeavoring to standardize the no- 
menclature, but all are able, with some excep- 
tions, to separate acute articular rheumatism, 
rheumatic fever, from the three chronic forms 
—atrophic, hypertrophic, and infectious arthri- 
tis. 

When I was a house officer, rheumatic fever, 
which was much commoner than it is today, was 
fairly easily recognized. Rubor, dolor, and 
tumor, the triumvirate of inflammation, were 
present in a joint and moved about from day 
to day. We found that the patient had gotten 
wet or chilled, and soon the inflammatory 
process showed itself. We put him to bed, 
soothed his joints with splints and applications, 
gave him salicylate of soda and a bland diet. 

Sir Andrew Clarke, when once asked what he 
considered the best treatment for rheumatism, 
replied, ‘‘Six weeks.’’ We generally gave our 
patients six weeks, at the end of which time they 
were ready to leave the hospital. We bade them 
goodbye and stood ready to welcome them upon 
their return, which was sure to occur in numer- 
ous instances. 


Since then much investigation has been car- 
ried on to determine the etiological factor, or 
factors, in rheumatic fever, but so far definite 
bacteriological causes have eluded us. The defi- 
nition by Osler in 1919 still holds—‘*‘ An acute 
infection, dependent upon an unknown infec- 
tive agent and characterized by multiple ar- 
thritis and a marked tendency to inflammation 
of the endocardium of the valves of the heart.’’ 


INFECTIVE AGENTS 
If you will pardon a medical platitude, no 
test nor laboratory finding is valuable unless it 
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becomes available to numerous investigators. If 
inconstant in the hands of trained men, under 
the best conditions, it is generally useless. As 
Riesman has remarked, acute rheumatic fever 
is not a unit disease like typhoid fever or diph- 
theria, manifesting itself in a more or less uni- 
form manner. Yet typhoid fever, it seems to 
me, is quite as lacking in the order of its clin- 
ical appearances as rheumatic fever. In rheu- 
matic fever, tonsillitis and cardiac involvement, 
with little or no joint involvement, predominate 
in one case, while in another the joints are 
chiefly involved. Typhoid is uniform only in 
the constant presence of its causative infective 
agent. The search for this agent in rheumatic 
fever has so far failed. 

In 1914 Rosenow isolated from the joints, 
blood and tonsils in rheumatic cases, three dif- 
ferent strains of diplostreptococci and cultivated 
them anaerobically. Two of them caused in 
rabbits, arthritis, pericarditis, and endocarditis, 
while the third caused myositis and myocarditis 
in addition. Rosenow believes that nonvirulent 
streptococci acquire in the tonsils new specific 
properties which make them capable of giving 
rise to rheumatic fever. Riesman believes, how- 
ever, that many facts militate against the 
primary etiologic importance of the strepto- 
eoccus, although just as in scarlet fever, small- 
pox, and influenza, it may become an important 
secondary invader. How much we were im- 
pressed with this during the influenza epidemic 
of 1918, when the streptococcus hemolyticus was 
so often found post mortem. Riesman, further- 
more, believes that the absence of suppuration, 
the therapeutic action of the salicylates, the 
usually sterile character of the joint fluid and 
the blood, make it highly improbable that the 
streptococcus is the primary organism of rheu- 
matic fever. 

Poynton and Paine created some stir in the 
medical world with their diplococeus rheumat- 
icus. Sir James Mackenzie, in 1914, spoke with 
assurance of this organism, although he admit- 
ted that many later investigators had failed to 
isolate it. On one occasion Poynton did isolate 
the organism from the pericardial fluid, but the 
organism must be inconstant or it would have 
been found more frequently by him and others. 
No characteristic post-mortem lesions have been 
seen in acute rheumatic fever other than the 
Aschoff bodies in the heart muscle, but so far as 
is known, neither the streptococcus nor the 
diplococeus rheumaticus has been isolated from 
these fresh nodules. In cases in our wards where 
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blood cultures have been made, we have found 
the streptococcus and pneumococcus when the 
temperature was high, but sterile when the 
blood was taken with slight fever. 

As to opinions which are held that the rheu- 
matic virus may survive in the tonsils, pericar- 
dium, and endocardium after the primary attack 
is over, and thus hiding itself away may account 
for relapses, I have nothing to offer, except that 
it seems altogether visionary. It is well that 
those who advance this theory also speak of the 
possibility of reinfection from without. Osler 
thought that those who have had rheumatic 
fever seem more susceptible to recurrence. He 
also spoke of the disease as coming in waves 
every few years, suggesting an epidemic. Alex- 
ander Lambert, in 1919, studied the lowered in- 
cidence of rheumatic fever in the Bellevue Hos- 
pital and concluded that its striking diminution 
was due to the better care of the throats, noses, 
and teeth of the school children. In this hos- 
pital the reader has come to regard rheumatic 
fever as a fairly uncommon disease, but last 
winter was an exception, bearing out the state- 
ment of Osler and others that epidemics of rheu- 
matic fever occur from time to time. 


FOCI OF INFECTION 


We may not know the definite infecting agents 
in rheumatic fever, but we have some knowledge 
of the foci of infection. Many of these we have 
known, or suspected, such as tonsils, teeth, and 
sinuses. E. E. Irons and others have called at- 
tention to the possibility of acute arthritis aris- 
ing in the upper and lower respiratory tracts 
and the intestinal wall. A chronic suppuration 
in any part of the body may act as a focus. 


Janeway, in his Shattuck lecture in 1916, ex- 
pressed his doubt of the bacterial agents which 
have been acclaimed as the cause of rheumatic 
fever, but he did hold out hope of prophylaxis 
by a study of the portal of entry. He did not 
feel that tonsillectomy was a prophylactic 
panacea,—indeed, he even had grave doubts as 
to its usefulness after the patient had suffered 
an attack of rheumatic fever, but he did not 
allow these doubts to prevent the patient from 
receiving what benefit the operation might give. 
Of course, when he made this very last state- 
ment, he was thinking of rheumatic heart dis- 
ease. I believe, however, that even if rheumatic 
heart disease has declared itself, tonsillectomy 
is as clearly indicated as in a case where rheu- 
matism has never occurred, but where the tonsils 
are definitely diseased. 

St. Lawrence (J. A. M. A., October 16, 1920) 
studied the effect of tonsillectomy on the re- 
currence of acute rheumatic fever and chorea in 
a group of 94 children, and concluded that ton- 
sillectomy seemed to be the most important 


measure at present available for the prevention 
of acute rheumatic fever and allied rheumatic 
affections. Alexander Lambert (J. A. M. A 
April 10, 1920) concluded that tonsill 
played an important part in the reduction of 
acute arthritis in the Bellevue Hospital. Lillie 
and Lyons of the Mayo Clinic studied 200 con- 
secutive cases of tonsillectomy in myositis and 
arthritis and concluded that the operation was 
justifiable in every frank case, with marked im- 
provement in 79 per cent. of all cases. 

The above testimony is comforting, but I am 
satisfied from an experience of more than 
twenty years that tonsillectomy has much to 
recommend it. I make this statement not as my 
‘*opinion’’ or my ‘‘belief’’ but from cases which 
I have actually followed. Tonsillectomy means 
complete removal of the tonsils. Nothing short 
of this will do. I discourage all halfway meas- 
ures such as cutting out the crypts, and I am 
doubtful of the efficacy of shrivelling by x-ray 
or radium. A small amount of remaining ton- 
sil, with two or three infected crypts, is as bad 
as a whole tonsil, and the small, bound-down 
tonsil often more dangerous than the large, rag- 
ged one. When patients tell me that they have 
already had tonsillectomy, I inquire the date, 
and if the operation fell within the time of the 
tonsillotome, I am sure that another and com- 
plete removal is indicated. If the physician is 
in doubt about the condition of the tonsils, he 
should have them examined by a competent 
throat specialist. 

What is the basis for that hesitation which no 
small number of physicians still feel toward ton- 
sillectomy? If one’s successes outweigh the 
failures, as in my experience, is not that suffi- 
cient reason for operation? Of what use can 
obviously diseased and useless tissue be, and if 
one has had success in terminating attacks of 
rheumatic fever, why should the procedure be 
neglected? The patient is better off without 
these harbors of bacteria. Even if the oper- 
ation fails, the failure may be due to the pres- 
ence of other undiscovered foci. It took many 
years for abdominal surgeons to learn that the 
lesion looked for was often not the only one. 
Physicians must learn this about the foci of 
infection. There is rarely a sudden death dur- 
ing the operation. In hospital practice I have 
seen a number of cases of lung abscess following 
tonsillectomy, but in private practice I have 
never had this unfortunate result. Occasionally 
an attack of rheumatic fever, generally mild, is 
induced by the operation. I usually tell pa- 
tients that they may have some joint pains im- 
mediately after. All of these risks must be taken 
to avoid the dangerous cardiac sequelae of rheu- 
matic fever. 


THE TEETH 


Taken by and large, teeth are less we oy A 
t is 


the cause of rheumatic fever than tonsils. 
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much easier, however, to induce people to have 
their teeth treated or extracted, than their ton- 
sils. Just as the small, imbedded tonsil is more 
dangerous than the large, boggy one, so a small 
root abscess may be more important than a loose, 
abscessed tooth. Inspection of the teeth, even 
by a good dentist, is sometimes uninforming, 
and x-ray plates, which should always be made 
in a thorough search for foci, must be taken and 
interpreted by a trained person. In the summer 
of 1919 a strong, well-developed Irishman, 44 
years old, entered the hospital. Four days be- 
fore entrance a dentist had excavated the only 
diseased tooth he had and had put in a tempo- 
rary filling. Before he could return for the 
permanent filling he was seized with rheumatic 
fever, and at the time I saw him had a well- 
marked pericarditis. Evidently the disturbance 
of a small focal infection resulted in a general 
one with cardiac involvement. 


OTHER FOCI 


These may be dismissed with a word. The 
sinuses should be thoroughly inspected. When 
the head has been eliminated as the seat of in- 
fection, the search becomes progressively more 
difficult and unsatisfactory in results, but should 
be carried out with the greatest care. 


A polyarthritis with fever involving the 
larger joints and the fingers, very painful and 
shifting from joint to joint, is usually recog- 
nized. In adults the joints are often markedly 
involved, while the heart may escape damage, 
but in children the joints may be only slightly 
affected and the heart seriously injured. Some- 
times the joint pains are so slight in children 
that the physician entirely disregards them un- 
til a serious heart condition forces itself upon 
his attention. ‘‘Growing pains’’ should be 
taken very seriously. Tonsillitis is as important 
in its bearing on the heart as polyarthritis. I 
have long regarded chorea as one sign in the 
symptom-complex of acute rheumatism, and 
have managed it very much as I would an acute 
polyarthritis. 

The symptom-complex of acute rheumatic 
fever may appear in almost any order. Some- 
times the tonsillitis and heart lesions may pre- 
' cede the polyarthritis, or the order may be re- 
versed. Rarely a purpura or erythema multi- 
forme will appear before the other signs. Chorea 
and the heart lesion may be the only ob- 
jective symptoms. Some years ago, when I was 
connected with the Children’s Service of the 
Boston Dispensary, I noted that chorea often 
showed itself among school children in the fall 
and spring. It was limited to earnest children 
who took the beginning of the school year and 
the examination period too seriously. They ex- 


hibited this symptom of rheumatism because 
their resistance was lowered at such times. 

In adults one may find, in addition to poly- 
arthritis, tonsillitis and carditis, bronchitis, 
pleurisy, myositis and nephritis. Never be in 
a hurry to discharge a case of mild tonsillitis. 
Some years ago I discharged a case of slight ton- 
sillitis and ten days later was called to see the 
young woman because she was passing bloody 
urine. I found that she had an acute nephritis, 
from which she made a good recovery. She had 
no cardiac involvement. 


The conditions which may be confused with 
rheumatic fever are osteomyelitis, gonococcus ar- 
thritis, general sepsis, locomotor ataxia, the flare- 
up of a general arthritis, trichinosis, flat feet, 
and gout. Most of these conditions will be easily 
séparated from rheumatic fever if the physician 
has them in mind. Probably the most dangerous 
is osteomyelitis, and it is not uncommon to hear 
in private and hospital practice of a case of os- 
teomyelitis which has been treated for rheu- 
matism before being admitted. I see such a 
case almost every year. The intense reaction, 
rapid onset, marked fever, and prostration of the 
patient should always warn the physician of this 
very serious condition, which is in as much need 
of immediate operation as a perforated appen- 
dix or a strangulated hernia. 

Gonococcus arthritis is often limited to one 
joint, but may be multiple. The reaction is 
much less, and a history of the infection or the 
finding of the Neisser organism in the secretion 
will help to confirm the diagnosis. 


Aside from the suffering and economic loss 
caused by rheumatic fever, the disease would not 
be so very important were it not for the possibil- 
ity and, in children, the probability of cardiac le- 
sions. Here lies the great danger and crippling 
power of the infection. The heart should be ex- 
amined as soon as the patient comes under ob- 
servation and at regular intervals during the 
course of the disease. The physician should 
have in mind the fact that in rheumatic fever 
after one structure of the heart becomes in- 
volved, it is quite possible that all the others 
will be. Therefore, it is very important to dis- 
cover a transient pericardial rub. It may be 
the only evidence at the time of heart involve- 
ment, but it may warn the physician to search 
carefully during the course of the disease, and 
later, for cardiac lesions. It may also explain 
the signs suggesting later a pericardial effusion. 
Myocardial trouble may be indicated by a rapid 
pulse after the fever has subsided, and endo- 
carditis by murmurs, but during the course of 
the disease the physician should not be in too 
great a hurry to make a cardiac diagnosis. He 


should wait until all of the symptoms have 
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quieted down and should form his opinion from 
the signs that are left. It should always be re- 
membered that the cardiac lesion most often 
resulting from rheumatic fever is mitral steno- 
sis, and that this lesion may not show itself for 
months after the termination of the acute part 
of the disease. Sometimes aortic regurgitation 
accompanies the mitral stenosis, but one should 
not make the diagnosis unless the circulatory 
signs of aortic regurgitation are evident. A 
systolic murmur arising during, and persisting 
after, the attack should suggest the possibility 
of the subsequent appearance of the signs of 
mitral stenosis. A mid-diastolic murmur heard 
with greatest intensity at or near the mitral 
area, unaccompanied by the circulatory signs of 
aortic regurgitation, should also point to mitral 
stenosis. 


TREATMENT 


Of all the drugs which have been tried in 
rheumatic fever, the best is salicylate of soda. 
It should be given in large doses, twenty grains, 
every two hours, accompanied by twice as much 
bicarbonate of soda, which seems to allay gastric 
irritation to some extent. If these large doses, 
accompanied by large draughts of water, can be 
taken early they often reduce the violence of 
the attack in its incipiency. Later, sometimes 
at the end of twenty-four hours, vertigo, tinnitus 
aurium, nausea, vomiting or diarrhea call for a 
reduction or cessation of the drug. Smaller 
amounts, up to the tolerance of the patient, may 
then be given. Sometimes delirium is induced 
by too large or long dosage with salicylate of 
sodium, or it may occur in persons very sus- 
ceptible to the drug. In one case of rheumatic 
fever in a man of fifty, which I saw in econsul- 
tation, there were attacks of syncope with con- 
vulsive movements and a pulse of forty, sug- 
gesting Stokes-Adams syndrome. He had had 
a severe attack of rheumatism and had been 
given large doses of salicylate of soda without 
other medication. The attacks stopped within 
a few hours after the cessation of the drug. In 
a number of cases of rheumatic pericarditis with 
effusion I have seen the signs subside under 
salicylate of soda, although some have stated 
that it should not be given in this condition be- 
cause of its depressing effect on the heart. The 
depression is probably due to the toxemia and 
not to the drug. Just how long salicylate of 
soda should be given is often a question. I 
usually continue it in small doses well into the 
convalescence. Sometimes when it has been 
stopped the joint symptoms return. When cases 
have been long continued and a focus has been 
found I have had the focus removed during the 
attack with satisfactory results. If salicylate 


of soda fails, I have tried aspirin or salacin. 
Capps has recently tried in a small series of 
eases of malignant endocarditis the use of 
cacodylate of soda. The dose in adults ranges 


from one-fourth to two grains, with a daily dose 
of seven or eight grains. In children from six 
to ten years old the maximal dose is from one- 
third to one-half grain. Although often given 
by mouth, it lends itself well to hypodermic in- 
jection. In two cases of malignant endocarditis 
at the Boston City Hospital this year, cacodylate 
of soda was given a thorough trial, and at first 
there seemed to be slight improvement, but both 
patients soon became worse in spite of the treat- 
ment. Dr. Frank Billings, in discussing Capps’ 
paper, reported one case in which he felt that 
cacodylate of soda had saved a patient's life. 

I also believe in using local applications, oil 
of gaultheria, bandaging the joints with large, 
loose cotton dressings,—plenty of water should 
be given, either plain or as lemonade. The food 
should be the same as in other fevers,—milk, 
cereals, broths, cocoa, ete. Flannel next to the 
patient seems to give warmth and comfort. If 
the pain is very great, morphine may be neces- 


When the patient has recovered from the in- 
flammatory process, it is because his resistance 
has been raised, but we are not doing our full 
duty to these people unless we find the focus of 
infection, eradicate it, and in this way strive to 
prevent a recurrence. My instruction now to 
my house officers is never to discharge a patient 
from the hospital until a thorough search for 
foci has been made. Whether the heart has been 
involved or not makes no difference. If it has 
escaped during the first attack it may suecumb 
to the second if we do not prevent it. If the 
heart has been damaged, the prevention of rheu- 
matic fever by the removal of foci may save 
the heart from additional injury. 


PULMONARY SYPHILIS 
BY JOHN B. HAWES, 2D, M.D., BOSTON 


DurinG the past twenty years during which I 
have been engaged in the study of diseases of 
the heart and lungs I cannot recall ever having 
seen a patient in whom I felt that the diagnosis 
of pulmonary syphilis was definite and certain. 
T have seen a few cases in which I felt that pul- 
monary syphilis was a likely and a probable 
diagnosis, and I have had numerous eases re- 
ferred to me with this diagnosis. In my work 
in tuberculosis I have been impressed by the 
tendency of doctors when dealing with tuber- 
culosis of the lungs to attribute every other ail- 
ment or complication which may arise to the 
same organism,—the tubercle bacillus. This 
likewise occurs far too often in syphilis. When 
one sees a patient who is known to have lues with 
a positive Wassermann and other stigmata of 
the disease who develops a cough with sputum 
persistently negative, along with certain signs 
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in the lungs, it is very easy to take for granted 
on far too little investigation and on far too 
little evidence that the process in the lungs must 
be syphilitic. 

Pulmonary syphilis is really extraordinarily 
rare. Osler found only twenty cases of syphilis 
of the lung in 2800 autopsies. In eight of these 
twenty the disease was congenital; in eleven 
there was definite gummata; and in only three 
was syphilis suspected clinically. Other men 
engaged in the same line of work with whom I 
have talked on this subject, such as E. R. Bald- 
win of Saranac Lake and James A. Miller of 
New York City, have agreed with me as to the 
extreme rarity of this condition. At clinics de- 
voted to the treatment of syphilis connected with 
our dispensaries and out-patient departments 
the diagnosis is not a common one. Between 
the years of 1908 and 1923 at the Massachusetts 
General Hospital there are five cases on record; 
between 1903 and 1916 in the Out-Patient De- 
partment only eight cases are recorded ; while of 
nearly 5000 autopsies that have been performed 
at that institution pulmonary syphilis has been 
found in only one instance. 

Syphilis may be congenital or acquired. I 
am considering here only the latter type. It 
may take the form of gummata or of an exten- 
sive fibrosis, sooner or later accompanied by 
bronchial stenosis with resulting ulceration and 
destruction of the lung tissue. As Evans? of 
San Francisco points out, until stenosis with its 
accompanying changes takes place, the disease 
may reach a fairly advanced stage in the lungs 
with practically no symptoms except shortness 
of breath. This he considers to be one of the 
most striking symptoms of this condition. The 
process is rarely located at the apices and usually 
commences at the hilus, extending eventually 
toward the bases. The diagnosis usually de- 
pends upon the results of therapeutic treatment, 
but even this is not a conclusive test. Pottenger® 
wisely states that ‘‘the fact that a person hav- 
ing a pulmonary lesion reacts to tuberculin in 
one case and gives a positive Wassermann re- 
action in the other does not prove that in one 
case the pulmonary lesion is tuberculous and in 
the other syphilitic,’’ and continues with equal 
common sense to sound the warning that ‘‘the 
comparative infrequency of syphilitic infection 
of the lung should cause one to assume that the 
process is tuberculous unless definitely proved 
otherwise.’’ Tuberculosis and syphilis often 
occur together. There are a few who believe 
that syphilis may modify the course of pul- 
monary tuberculosis favorably on account of its 
tendency to form .fibrous tissue, which is, of 
course, much to be desired in the healing of a 
tuberculous lesion. I have no sympathy with 


this point of view and feel sure that the combi- 
nation of the two diseases, tuberculosis and 
syphilis, no matter which was the initial lesion, 
is a most vicious and malignant one. 


Landis*® refers to two forms of syphilitic le- 
sions—gummata and infiltration—the latter 
being by all means the most common form. 
He describes the process as usually unilateral, 
beginning at the hilus and working out, and 
only rarely involving the apex, where it closely 
resembles tuberculosis. The diagnosis, in his 
opinion, is made usually by exclusion. With 
this statement I am in hearty accord. 

Marshak’ comments upon the frequency of 
pulmonary syphilis in sanatoria for negro eon- 
sumptives. Here it is a far advanced lung 
lesion with prominent signs of consolidation, 
frequently in the left lung between the second 
and fourth ribs. When associated with symp- 
toms of secondary syphilis, such as fever, hoarse- 
ness, loss of weight and strength and appetite, it 
strongly resembles pulmonary tuberculosis. The 
first requirement in diagnosis must be a positive 
Wassermann test. In his experience, on treat- 
ment the lesion clears up rapidly. Evans? 
states that a syphilitic process at the root of 
the lung, unless it involves the trachea or bron- 
chi, may give rise to no symptoms whatsoever. 
With the advent of stenosis at the main bron- 
chus progressive destruction of lung tissue may 
ensue, as in a tuberculous lesion. In nearly all 
such eases stenosis of some main part of the 
bronchial tree is present. As mentioned above, 
he considers shortness of breath a most promi- 
nent symptom of a luetic lung lesion. This is 
often entirely out of proportion to the appar- 
ent pulmonary condition, sometimes becoming 
paroxysmal and assuming the character of 
bronchial asthma. Cavity formation is rare. 
Expectoration is usually scanty, unless as a re- 
sult of bronchial stenosis a secondary bronchiec- 
tasis has developed. Tuberculin tests do not 
offer much aid. Repeated examinations of the 
sputum, together with a most careful history 
and a thorough search for evidence of syphilis 
elsewhere in the body, rather than the result 
of physical examinations of the chest, must re- 
main our most useful means of recognition. He 
quotes Dieulafoy as follows: ‘‘In dealing with a 
patient considered as a case of incurable tuber- 
culous disease, let us think of syphilis, and if re- 
peated examination of the sputum shows the 
absence of Koch’s bacillus let us have an imme- 
diate course of specific treatment.’’ Evans nat- 
urally adds to this the necessity of having a 
positive Wassermann reaction. 

My own tendency would be to reverse Dieula- 
foy’s statement and to urge that every physi- 
cian when dealing with a case which he believes 
to be syphilis of the lung take it for granted 
that tuberculosis may be present and give the 
patient the benefit of prolonged hygienic treat- 
ment, emphasizing rest, in addition to anti- 
luetic measures. 

G. Burton Gilbert of Colorado Springs has 
given the details of two cases of pulmonary 
syphilis concerning the diagnosis of which I do 
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not see how there can be any doubt. He believes 
that syphilis of the lung will not be such a 
rarity when physicians in general recognize the 
possibility of its presence. All cases with lung 
symptoms or signs, without tubercle bacilli in 
the sputum, who do not do well under sana- 
torium régime should be investigated for syph- 
ilis. Points in the diagnosis are the history of 
exposure or infection, or of luetic symptoms, the 
presence of other luetic lesions in the body, espe- 
cially arterial changes.and thickening of perios- 
teum of the long bones, a positive Wassermann 
test and the results of treatment. In his experi- 
ence 6 per cent. of the cases of pulmonary tu- 
berculosis also have syphilis. He does not mean 
by this, of course, that this syphilitic infection 
involves the lungs. Funk and McRae,‘ in a 
study of 1200 patients referred to the Jefferson 
Chest Hospital as consumptives, found 72, or 
6 per cent., to be non-tuberculous, and of these 
four were cases of pulmonary syphilis. In a 
great majority of our sanatoria at the present 
time the Wassermann test is made on every pa- 
tient who enters the institution as a routine 
measure. Should this procedure become a uni- 
versal one, more cases of this interesting condi- 
tion would be discovered. 

Munro of London, in a recent article re- 
ports that out of 100 admissions to an insti- 
tution for consumptives 6 per cent. had 
syphilis of the lung and 11 per cent. had posi- 
tive Wassermanns and sputums positive for 
tubercle bacilli. He does not state exactly how 
he proved that 6 per cent. of these 100 had syph- 
ilis of the lung, however, and I am extremely 
skeptical as to this large incidence of pulmonary 
syphilis. He states that in making a diagnosis 
of pulmonary syphilis the Wassermann reaction 
must be positive and the lung signs are usually 
found at the base, especially the right. Why 
Munro chooses the right rather than the left I 
do not know. All cases left untreated develop 
bronchiectasis, in his opinion. 

Dr. Abner Post* of Boston, who is as well 
qualified to speak concerning syphilis and its 
complications as anyone, in 1916 reported two 
cases of syphilis of the lung. I have talked these 
cases over with him and am convinced of the 
correctness of the diagnosis. He makes the fol- 
lowing conclusions, however, in which I am not 
with quite such hearty accord: ‘‘ Diseases of 
the lung in which consolidation is found in un- 
usual positions, limited entirely to one lung, in 
which tubercle bacilli have not been found may 
be considered suspicious of syphilis. If the 
Wassermann test is positive the suspicion is 
much greater and may almost be regarded as a 
certainty. Certainly consolidations in unusual 
positions, with the absence of tubercle bacilli 
and in the presence of a positive Wassermann, 
does not permit the diagnosis of tuberculosis.’’ 
Those of us who have had extensive experience 
in tuberculosis will not agree with that last state- 


ment of Dr. Post. The manifestations of pul- 
monary tuberculosis are too protean to admit of 
this. I have seen patients with basal lesions 
whose sputum has been examined repeatedly and 
in whom the diagnosis of bronchiectasis or some 
other non-tuberculous lesion has been made sud- 
denly show large numbers of tubercle bacilli in 
the sputum. I have seen tuberculosis simulate 
abscess, pneumonia, bronchiectasis, pulmonary 
stenosis, and about every other condition. I 
do not feel, therefore, that because the sputum 
is negative, and the lesion is at the base instead 
of at the apex, and because there is a positive 
Wassermann test that tuberculosis can be ex- 
cluded. If, as a result of anti-luetic treatment, 
the lesion clears up I should be convinced, but 
not otherwise. Dr. Carl C. MacCorison, super- 
intendent of the North Reading State Sana- 
torium, has given me the details of a patient ad- 
mitted to his institution in whom he finally made 
a diagnosis of pulmonary syphilis. With this 
diagnosis I, although a skeptic, have concurred. 
This case was as follows: 


A. C., a man of 40, with a negative family history, 
but admitting venereal infection, first noticed en- 
larged glands in the neck in 1907. He began to feel 
run-down and was compelled to give up work in Feb- 
ruary, 1908. Since then he lost in strength and de- 
veloped a troublesome cough, especially at night, with 
several small hemorrhages. He entered the North 
Reading State Sanatorium on October 5, 1909, in a 
very weak condition, weighing 75 lbs. His tempera- 
ture ranged from 97 to 100, and his pulse from 80 
to 120. There was a swelling one inch in diameter, 
above the styloid process of the right ulna, and a 
similar swelling over the first metacarpal bone on 
the right hand; there was an irregular ulcerated 
area, size of the palm of the hand, over the sternum 
and clavicle; over the left tibia there were two simi- 
lar areas somewhat larger in size. The left lung was 
apparently normal. The right showed dullness in the 
axillary region and over the upper half, posteriorly, 
and numerous fine, crackling rales. He was started 
on iodide of potash, following which, the swelling de- 
scribed above almost immediately began to subside, 
and in a week’s time the ulcerated area on the chest 
healed over entirely while his weight and strength 
gained remarkably. 

Three months later the lungs were almost clear. 
Shortly after this, he was given a subcutaneous. tuber- 
culin test with a negative result. The sputum was 
persistently negative. He was discharged from the 
sanatorium April 3, 1910, having improved constant- 
ly and having gained 35 pounds since admission. 

Two years later Dr. MacCorison received a letter 
from him stating that he had worked every day since 
April, 1910, that he was earning better wages than 
ever before, and that he was feeling better than he 
had for years, with no cough or expectoration. 


Successful treatment depends upon early di- 
agnosis and prompt and efficient anti-luetic 
treatment. If tuberculosis is present, salvarsan 
is preferable to iodide of potash, although I per- 
sonally cannot recall a case where I could per- 
suade myself that small doses of iodide of potash 
have ever done any harm, even in active tuber- 
culosis. I would emphasize, however, what I 
said before, namely, the importance of treating 
the patient along general hygienic lines, taking 
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it for granted that tuberculosis of the lungs may 
be present, although it cannot be proved. 

1 would summarize my opinion in regard to 
pulmonary syphilis as follows: 

1. Pulmonary syphilis is an extremely rare 
condition, although undoubtedly not diagnosed 
as frequently as it should be. 

2. It may closely resemble tuberculosis or 
may exist along with tuberculous disease of the 
lungs. 

3. Under no conditions can it influence tu- 
berculosis favorably. 

4. Given a patient with a definite syphilitic 
history, a positive Wassermann, and signs of 
syphilis elsewhere, who has in his lungs, by x-ray 
and clinical examinations, evidence of an exten- 
sive, destructive process with the sputum con- 
stantly negative to tuberculosis, pulmonary 
syphilis should be strongly suspected. If this 
process is at the hilus or base, rather than the 
apex, the diagnosis of syphilis is still more 
likely. If the process under anti-luetic treat- 
ment clears up rapidly, the diagnosis of pul- 
monary syphilis may be considered definite. — 

5. Treatment depends upon early diagnosis 
' and prompt and efficient treatment. The possi- 
bility of tuberculosis being a factor in the pa- 
tient’s condition should, likewise, be borne in 
mind, and hygienic, constitutional treatment in- 
stituted along with anti-luetic measures. In 
syphilis we treat the disease, while in tuber- 
culosis we treat the patient. 
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THE VALUE OF CAECOSTOMY IN AD- 
VANCED CANCER CASES ASSOCIATED 
WITH OBSTRUCTION 


BY WILLIS E. HARTSHORN, M.D., NEW HAVEN, CONN. 


OsstrucTion of the large intestine from can- 
cer develops as a rule much more slowly than 
the acute type seen in the small bowel. Its on- 
set varies, depending on the location and the 
extent of the growth. Sudden complete ob- 
struction always presents a train of very active 
symptoms and needs immediate treatment. This 
is true, of course, whether in the large or small 
intestine. In the case of the colon the intense 
toxie poisoning is not noted which is character- 


istic nearer we stomach. These patients are 
usually of more advanced years and suffering 
from the effects of an insidious cachexia due to 
malignant disease. Therefore the simplest kind 
of an operative procedure is that of choice. This 
is offered by novocaine for anesthesia and a 
caecostomy. Often months of comfort can thus 
be given these individuals before their demise. 

The obstruction may be due to actual cancer 
of the colon or to pressure from masses of can- 
cerous tissue primary in the uterus, bladder, or 
adjacent organs. The case reported represents 
the latter type. 

The patient, sixty-two years of age, was re- 
ferred to me for treatment on May 1, 1922. At 
this time she complained of abdominal pain lo- 
cated in the right lower quadrant. As she gave 
a history of having noted a bloody vaginal dis- 
charge nine months previously, an examination 
was made and an inoperable cancer of the uterus 
diagnosed. Two days later she developed ob- 
struction of a fairly active type associated with 
constant vomiting. The conclusion was obvious 
that this was due to pressure from the mass in 
the pelvis. She was at once taken to the hos- 
pital, in a much weakened condition, and a cae- 
costomy done under local anesthesia with very 
little shock. I found at this time extensive 
metastases to the parietal peritoneum and sev- 
eral large masses attached to the fundus of the 
uterus which were pressing on the sigmoid. 
Twenty-four hours later an opening was made 
into the caecum through the caecostomy wound, 
with the cautery, and the obstruction at once 
relieved. 

As soon as she had regained her strength one 
hundred milligrams of radium was inserted into 
the cervix and allowed to remain there for 
twenty-four hours. X-ray treatment was also 
instituted. Each quadrant of the abdomen was 
as carefully covered as possible during a series 
of applications. For about two weeks the cae- 
costomy wound drained freely. During the 
third week she began to have bowel movements 
by rectum, and two weeks later the opening in 
the cecum had practically closed, requiring dila- 
tation in order to keep it open as a vent for 
the gas which rapidly accumulated in the large 
bowel. She then returned to her home, where 
she died September 14, having enjoyed com- 
parative comfort since the operation on May 4. 

The objection is frequently raised that an 
opening into the bowel makes life so miserable 
that it is preferable to allow these advanced can- 
cer cases to die. It is often forgotten that this 
same opening will give relief from the obstruc- 
tion and at the same time, in many cases, reduce 
the inflammatory reaction about the area in- 
volved so that normal bowel movements may be 
resumed and the caecostomy opening will close 
of its own accord in a comparatively short time. 

Operation.—Using a 2 per cent. novocaine an- 
esthesia, a split incision is employed in exactly 
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the same manner as is done in the McBurney 
operation for appendicitis. This gives the max- 
imum sphincteric action if the opening becomes 
permanent, and easy closure if temporary. The 
peritoneum is opened. The caecum drawn up 
into the wound and sutured to it with catgut. 
The closure is partial. The gut is opened with 
the cautery 24 to 48 hours later, depending on 
the patient’s condition. 

The same procedure is valuable in cases suf- 
fering from obstruction of the colon due to 
operative cancer where the patient’s condition 
will not permit of an immediate resection of the 
cancer-bearing area, or any type of colonic ob- 
struction associated with distention. 

The case reported is mentioned to emphasize 
the simplicity of the procedure and its impor- 


tant bearing on the subsequent life of the pa-|dyni 


tient, short though that may be; also to lay 
stress on the importance of x-ray and radium as 
adjuncts to this treatment in certain types of 
cancer. 


67 Trumbull Street. 


Book Reviews 


Pediatrics by Various Authors. Edited by 
Isaac A. Ast, M.D., Professor of Diseases of 
Children, Northwestern University Medical 
School, Chicago; Attending Physician, Sarah 
Morris Hospital for Children of Michael 
Reese Hospital, Chicago. Volume II with 180 
illustrations. Philadelphia and London: 
W. B. Saunders Company. 1923. 


The second volume of Abt’s Pediatrics fully 
justifies the expectations raised by the first. The 
twenty-three chapters of this volume consider 
such general subjects as the mortalities of in- 
fancy, history-taking, and physical examina- 
tion, peculiarities of disease in childhood, and 
prophylaxis and treatment, as well as more 
specific subjects, such as the cerebrospinal fluid, 
roentgenology in pediatrics, and heliotherapy. 

Many authorities would doubtlessly take ex- 
ception to the use of the longitudinal sinus for 
transfusion as advocated by both De Buys in his 
chapter on prophylaxis and treatment, and 
Pearce in his discussion of diseases of the new- 
born. The principles employed in combating 
sepsis as outlined by De Buys are worthy of 
very general attention. 

Julian H. Hess has written for this volume 
the chapter on premature infants, employing in 
general the same material used in his text-book 
on the subject. Both are of uniform excellence. 

Perhaps the outstanding contribution to the 
volume is the chapter on the chemistry and biol- 
ogy of milk by Paul G. Heinemann, author of 


on a subject of extreme im a Ns 
diatries, and one concerning which a _ vast 
amount of confusion exists. 

The artificial feeding of infants is very 
clearly discussed by Joseph Brennemann. The 
historical part is interesting and the treatment 
of the subject is unusually tolerant. Of great 
importance is his championship of the boiling 
of milk in infant feeding, long a routine pro- 
cedure on the Continent, almost exclusively em- 
ployed by Jacobi in New York, but other than 
that largely disregarded for years in this coun- 


try. 

Other subjects included in this volume are 
breast-feeding, diabetes mellitus and insipidus, 
seasickness, beri-beri, acidosis, obesity, scurvy, 
pellagra, the constitutional diatheses, and acro- 
a. 


A Manual of the Practice of Medicine. Pre- 
pared especially for students. By A. A. 
Stevens, M.D., Professor of Applied Thera- 
peutics in the University of Pennsylvania; 
Visiting Physician to the Philadelphia Gen- 
eral Hospital. Eleventh edition, entirely re- 
set. Philadelphia and London: W. B. Saun- * 
ders Co., 1923. Pp. 620. 


This little manual of the practice of medicine, 
especially for students, gives in a clear and con- 
cise manner the salient points of diagnosis and 
treatment of internal diseases and diseases of 
the skin. 

The notes on general symptomatology in the 
first section of the book, though necessarily 
brief, are a valuable part of the volume. 

In the section on urine examination (page 
130) we find no mention of Benedict’s test for 
sugar, so commonly used today. In the treat- 
ment of carbuncle (page 576) we should have 
liked to see the vaccine treatment mentioned, 
certainly a valuable method in certain cases, 
either used alone or in conjunction with oper- 
ation. 

The book is well written, of most convenient 
size, and should prove a valuable reference vol- 
ume for physicians as well as students. 


Hospital Corps Handbook, United States Navy, 
1923. Published by the Bureau of Medicine 
and Surgery, under the authority of the Sec- 
retary of the Navy. Pp. 717. Price $1 00. 


This text-book for Hospital Corps men con- 
tains a vast amount of information in very con- 
cise form. There are the elementary facts of 
anatomy and physiology, first aid and minor 
surgery, operating-room technique, anesthesia, 
physiotherapy, laboratory analyses, embalming, 
and hospital administration. The book is in- 
teresting, instructive, and very handy for ref- 


erence. We would think it admirably — 


‘*Milk.’’ Valuable information is here given 


for its purpose. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 


EDITED BY 
Ricuarp C. Casot, M.D., Hueu Casor, M.D. 


F. M. PAINTER, ASSISTANT EDITOR 


CASE 10031 


First entry. A widowed Irish cook of fifty- 
five entered March 4, eleven years before her 
final admission. 


F.H. Unimportant. 


P.H. Four years before admission she had 
an attack of acute stomach trouble lasting four 
days. 


P.I. For seven years she had had pain just 
over the sternum, often quite troublesome. Four 
months ago she caught a slight cold and ever 
since had had some cough. Three weeks ago 
she caught fresh cold, could not breathe, and 
had grown steadily worse until now she coughed 
and wheezed day and night, and was unable to 
sleep. 

P.E. Obese. Examination of lungs unsatis- 
factory on account of fat. Occasional coarse 
moist rales and a few bronchial and musical 
rales on expiration scattered over both backs 
and right front. Heart normal so far as could 
be made out. Just over the middle of the ster- 
num at about the fourth cartilage was an area 
as large as a five-cent piece, exquisitely tender. 
Abdomen, extremities, pupils and reflexes nor- 


mal. 

T. 101°-98°. P. 100-73. R. 36-20. Urine. 
Cloudy, sp. gr. 1.026, the slightest possible trace 
of albumin, a few leucocytes and granular casts, 
an occasional red blood corpuscle. Blood. Leu- 
cocytes 10,100. 


The patient developed acute and noisy de- 
lirium, considered delirium tremens. After 
March 8 she was rational and quiet. By March 
10 there were no more signs of asthma. March 
14 she was di 


Second entry. April 9, seven years after the 
first admission, she returned for treatment of 
ulcers of the legs. 


P.I. Since the preceding Christmas she had 
had an itching rash on both legs up to the knees. 


Six weeks ago the first of the present ulcers ap- 
peared. She complained of burning and shoot- 
ing pains in the feet and legs. 


P. E. ‘‘The heart shows signs of a compen- 
sated mitral stenosis. The lungs show slight 
edema at the bases.’’ Each leg just above the 
ankle showed four irregularly shaped ulcers 
with puckered, firm, slightly elevated but not 
undermined edges and depressed floors of dirty 
yellowish shiny viscid exudate. Just above the 
ankle an inflamed reddish band ran around 
each leg. 

It was learned that the patient had had pre- 
vious hospital treatment for syphilis. Exami- 
nation of scrapings from the ulcers showed no 
spirochetes. Under treatment with anthrasol, 
lanolin, silver nitrate and other remedies the le- 
sions were practically all healed by May 21 and 
the bands of redness much less marked. May 23 
she was discharged. 


Third entry. January 17, three and a half 
years after the last admission. 


Additional P. H. She now mentioned an at- 
tack of pneumonia six years ago. She was, 
however, too ill to give a clear history. 


P.I. Three weeks ago she began to feel weak 
and numb all over, and at times had prickling 
pains in the upper back. She became dyspneic 
and lost all appetite. 


P. E. Fairly nourished. Glands not mark- 
edly enlarged. Apex impulse of the heart not 
found. Left border of dullness 12 em. from the 
midsternum just outside the nipple line. Slight 
enlargement to the right. Increased retromanu- 
brial dullness. Sounds rather distant, loudest in 
the fourth space, nipple line. First sound split. 
No murmurs. Action regular. Pulses of small 
volume. Systolic B.P. 110. Barrel chest. Ex- 
pansion very poor. Deep breath impossible be- 
cause of epigastric pain. Lungs. Hyperres- 
onant except for slight dullness in the extreme 
left base, where there were diminished breath- 
ing and a few expiratory crackles. A few in- 
spiratory crackles under the right clavicle. 
Abdomen. Obese. Marked resistance above the 
umbilicus (probably liver). Tympanitic except 
in the right flank and above the umbilicus. 
Liver from the fifth rib to level of umbilicus, 
where a hard rounded edge was felt descending 
with inspiration. Splenic dullness increased. 
Resistance in splenic area, but spleen not felt. 
Pupils and knee-jerks normal. Extremities. Old 
pigmented scars over shins. Slight edema of 
the ankles. 

T. 96°-100.2°, with a terminal rise to 102.2°. 
P. 75-125. R. 23-46. Urine. 5 6-17. Sp. gr- 
1.013-1.025. Cloudy at two of four examina- 
tions, alkaline at one, a slight trace to the slight- 
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est possible trace of albumin at two, a few red 
blood corpuscles and leucocytes at the last. 
Blood. Hgb. 80%, leucocytes 12,200, poly- 
nuclears 86%. Stools negative. Sputum. No tb. 
Pneumococci. 


By January 22 the liver could be made out 
to be nodular. The patient now said she had 
*“*always had an epigastric mass.’’ She grad- 
ually went downhill. She was mentally unbal- 
anced, and by January 27 could not answer 
questions rationally. She slept hardly at all. 
She developed dyspnea and expiratory diffi- 
culty with an audible wheeze. The lungs grad- 
ually filled with mucous rales, and January 27 
there was broncho-vesicular breathing over the 
left upper chest. Besides the hard liver edge a 
second mass was felt to the left of the midline 
which might have been spleen or a lobulated 
portion of the left lobe of the liver. 

January 28 the patient died. 


Discussion 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


All we can be sure of at this first entry is the 
delirium tremens, very possibly with acute or 
subacute bronchitis. About the tender spot on 
the sternum I have nothing to say. I do not 
know anything about it. 

At the second entry she had the sort of 
eczema that precedes ulcers. 


NOTES ON THE PHYSICAL EXAMINATION 


At the third entry they did not find the evi- 
dence of mitral stenosis which someone found 
the time before. 

This time she came in for dyspnea apparently, 


but they have not found any cause for it in the 


heart or lungs. 
There is nothing significant in the urine. 
We have not heard before that the liver was 


The physical examination gives us nothing as 
far as I can see. I do not know what is the 
matter or why she came in. 


DIFFERENTIAL DIAGNOSIS 


The liver comes very much into the fore- 
ground at the end of the case, having had much 
less said about it before. I have no doubt that 
the diagnosis of emphysema was also wrongly 
made, as I certainly would have made it until 
comparatively recent years, on the basis of the 
barrel chest, the hyperresonance and _ the 
squeaks But I do not think anybody could 
have said that could possibly have killed her. 1 
will venture to say that their main diagnosis 


concerned the liver, as I think it should. I can- 
not see, without supposing some disease of the 
liver, how we are going to explain the death. 

Going back over the whole case: at the first 
entry we had evidence of delirium tremens and 
not much of anything else. The second time 
we thought there was mitral stenosis, but it 
was not found the third time; nothing was 
found but varicose ulcers. So in the past his- 
tory I see nothing but delirium tremens, which 
could of course bear on the diagnosis of alcoholic 
cirrhosis, which must be considered possible, 
since something like an enlarged spleen is found 
on the other side, and splenic enlargement is a 
confirmation of any diagnosis of hepatic cirrho- 
sis. 

If she did not die of cirrhosis of the liver I 
don’t know what she did die of. But it is not 
at all a satisfactory picture of that disease. We 
have no ascites or other evidence of portal stasis, 
unless the spleen may be taken as such. The 
cirrhotic liver is not felt to be nodular before 
death; that is, the nodules are not distinct 
enough to be felt during life, although after 
death with the liver in the hand they are easily 
felt. Nodules felt during life are usually can- 
cerous, sometimes syphilitic. 

Let us take cancer. She has had no stomach 
symptoms. Most liver cancers are secondary to 
eancer of the stomach. She has had no jaun- 
dice, which is common. She is fairly nourished, 
which is queer for cancer; and she has had no 
pain. We have no suggestion of any other place 
in the body where a neoplasm could be primary. 

Miss Painter: It is mentioned at the begin- 
ning of the third entry that she was evidently 
mentally senile. 

Dr. Casot: The history may, therefore, have 
been all wrong; there may be more on the side 
of cancer than we have here. 

Syphilis of the liver, it seems to me, cannot 
be ruled out. It may give a nodular liver, ap- 
preciable as such during life. She has a history 
with which it might well go, although we have 
no definite evidence of syphilis. But I never 
knew anybody to die of syphilis of the liver, and 
that rather prevents me from making that as 
anything but a subordinate diagnosis. It is 
perfectly possible, I suppose, to have a syph- 
ilitie cirrhosis, and if enough of the liver sub- 
stance was destroyed to cause death by hepatic 
toxemia we should be able thus to account for 
the death. Most cases of syphilis of the liver 
that I have seen have not destroyed much of 
the liver substance, and therefore have been a 
subordinate element, the patient dying of some- 
thing else. 

On the whole, then, it seems to me more like 
cirrhosis, either syphilitic or non-syphilitic, than 
anything else that I can think of. She certainly 
did not die of mitral stenosis, though she may 
have had mitral stenosis. At one entry they 
thought she had, but she had very little passive 
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congestion. She certainly did not die of em- 
physema, though she may have had it. My 
guess is that she did not have it. So the best I 
can say is that she died of cirrhosis of the liver, 
with presumably some arteriosclerosis and a big 
spleen, and I do not know of anything else. 

A Puysician: When do you and when do 
you not have ascites in cirrhosis? 


Dr. Casot: There is no answer that I know 
that can be given to that question. We have it 
in probably sixty per cent. of the cases. If you 
ask why we have it in some and not in other 
cases, I dd not believe anybody can answer. It 
has often been said, as H. D. Rolleston says, that 
there is a ‘‘compensated’’ and an ‘‘uncompen- 
sated’’ cirrhosis. For a time the collateral cir- 
culation takes care of things and no ascites ap- 
pears. Then the disease progresses beyond the 
point at which the collateral circulation can 
take care of it, and ascites appears. But we see 
cases with almost no liver left and yet no ascites. 
We can hardly say, therefore, that it is a ques- 
tion of degree. Some of the smallest livers J 
have ever seen have been without ascites. 

Dr. Youne: We even get fatal cases without 
either ascites or a changed circulation in the 
large veins that are visible on the abdomen. The 
compensation has taken place in other places, 
inside, so that we do not see it. 

Canot: I remember Sir William Osler’s 
account of an old nurse in a hospital where he 
had been a great many years. She had seemed 
perfectly well up to a few days before her 
death, then became drowsy and died, and they 
found a very small cirrhotic liver. It was ap- 
parently a hepatic toxemia with nothing to show 
for it on the outside. He emphasized what a 
long, non-symptomatic, silent course the average 
ease of cirrhosis has. We see only the terminal 
symptoms and sometimes not even those. I do 
not feel at all sure that this is cirrhusis of the 
liver, but as I have said, I cannot think of any- 
thing else that fits the case any better. 

A Puysician: What can that tender mass be 
which they felt at the first admission? 

Dr. Casor: It was a tender spot apparently. 
I commented én it at the time and said that I 
have no idea. Nothing comes of it in eleven 
years’ observation. I think we shall probably 
never know what that was. 

A Pnrysictan: Can you get by tests any evi- 
dence of hepatic insufficiency ? 

Dr. Cazor: I do not know enough to answer 
that question. There have been a number of 
tests for hepatic insufficiency brought in from 
time to time, especially by Rowntree and by 
Whipple and his pupils in California, but I 
have not seen enough of their application to 
know whether they are really of any use. 

A Srupent: I heard Dr. Chester Jones dis- 
cuss that the other night. He summed it up by 
saying that (1) the tests were negative unless 
there was such a gross hepatic lesion that one 


could not fail to notice it by other methods, or 
else (2) they were in some other way unsatis- 
factory. They were either too delicate or not 
delicate enough. 

Dr. Casot: That is good testimony on the 
subject. I guess we can accept that as summing 
it up up to date. | 

aan amen Was there no fever in this 
case 
Dr. Cazor: In the final entry. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Chronic alcoholism. 

Aleoholic dementia. 

Enlarged liver (fat or cancer). 
Emphysema. 

Bronchiectasis. 

Terminal pneumonia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronic interstitial hepatitis. 
Arteriosclerosis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Neurocytoma(?) of the stomach. 
Extensive metastases in the retroperitoneal 
lymphatic glands and liver. 


2. Secondary, or terminal lesions 


erosis. 

Fatty infiltration and fatty degeneration of 
the myocardium. 

Chronic nephritis, arteriosclerotic. 

Hypertrophy and dilatation of the heart. 

Edema piae. 


3. Historical landmarks 


Chronic pleuritis, left. 
Chronic pelvic peritonitis. 
Cholelithiasis. 


Dr. RicHarpson: This woman was well 
nourished. It is important to note that point. 

The examination of the head showed a wet pia 
and a few patches of sclerosis along the vessels 
of Willis, but was otherwise negative. 

The abdomen was distended, and through the 
abdominal wall a large mass was felt which 
seemed to be the liver and was the liver, plus 
something else to be mentioned. The peritoneal 
try contained a small amount of thin pale 

uid. 

The margin of the liver was sixteen cm. be- 
low the ensiform cartilage in the median line, 
and the anterior margin of the left lobe nine 
em. below the costal border in the left mam- 
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mary line. The diaphragm on the right was at 
the fourth rib, and on the left at the upper bor- 
der of the fifth rib. There was a small amount 
of reddish cloudy fluid in the right pleural cav- 
ity, none in the left. 

The right lung was free. The left was bound 
down by old adhesions in places. The trachea 
and bronchi showed a red mucosa and contained 
‘@ moderate amount of mucopurulent material. 
The bronchial glands were negative. About half 
the upper lobe of the right lung showed frank 
gray lobar pneumonia. The lower lobe of the 
left lung in the upper part showed another ex- 
tensive area of lobar pneumonia. No emphy- 
sema was made out. 

The heart weighed 355 grams,—slightly en- 
larged. There was some arteriosclerosis present, 
mostly in the abdominal portion of the aorta, 
and one plaque in the ascending thoracic por- 
tion which there was a little question about. A 
piece was examined, and turned out to be ar- 
teriosclerotic. So there was a moderate amount 
of arteriosclerosis. 

The liver weighed 3575 grams and was rid- 
dled with tumor tissue which presented on the 
surface in the form of large bosses, and larger 
and smaller masses were scattered all through 
the substance of the organ. 

There were four stones in the gall-bladder, 
but the mucosa was negative and the bile-ducts 
free. The pancreas and duct of Wirsung were 
out of the picture. The spleen weighed 125 
grams, rather small, a little fibrous thickening of 
the caspule, and the follicles were prominent, 
but it was practically negative. 

The kidneys weighed 216 grams, the capsules 
were slightly adherent, the tissues rather tough, 
the markings rather indistinct. The whole or- 
gan presented the appearance of a moderate 
amount of arteriosclerotic nephritis. The pelves, 
ureters, bladder, the uterus and tubes were 
negative. 

The esophagus was negative, but the stomach 
in the region of its anterior wall extending be- 
tween the curvatures presented a large flattened 
mass of new-growth tissue. This mass began 
at a point about six cm. below the end of the 
esophagus and extended downward to within 
about ten cm. of the pylorus. The pylorus and 
mucosa outside of this growth were negative. 
The mass of new growth on the inside pre- 
sented several areas of ulceration, but these re- 
mained within the wall of the stomach. There 
was no evidence of perforation. The new growth 
tissue in the liver and in the stomach was more 
or less continuous with a large mass of new 
growth in the situation of the retroperitoneal 
glands. Altogether this formed the mass that 
could be felt through the abdominal wall. 

The microscopic examination of the tissue is 
of considerable interest, because Dr. Wright 
thinks that the tumor in this particular case is 
probably neurocytoma. 


CASE 10032 


An American girl baby ten months old en- 
tered September 28, 1923. The complaint was 
vomiting of three weeks’ duration. 


F. H. Her mother’s first and last pregnancies 
ended in misdarriages. A great aunt was in- 
sane. 


P. H. She was normally delivered at full 
term, weighing eight and three-quarters pounds 
at birth. She was breast fed three months, then 
put on imperial granum, milk, water and cane 
sugar. She sat up in six months. She had 

well except for a recurrent blotchy skin 
eruption at intervals. At entrance she could 
not stand and had no teeth. 


P. I. Three weeks before admission she was 
left alone out-of-doors a little while. When 
found she had a pebble in her mouth and one in 
her hand. That night she vomited once, curdled 
milk. During the following week she seemed 
fairly well except for occasional vomiting. For 
the past two weeks she had had forceful vomit- 
ing after each meal, had become fretful, and 
seemed tender to touch. For the past five days 
she had become very drowsy and had lost weight. 
For three weeks her bowels had been more con- 
stipated than usual. September 24 she passed 
something in the stool that looked like flesh. 
She had had four or five ‘‘spasms’’ of the ex- 
tremities lately. The night before admission she 
had a severe spasm requiring chloroform for 
relaxation. 


P. E. A well nourished baby, semicomatose, 
with flushed cheeks. Left ear drum slightly in- 
jected in the postero-superior portion. Right in- 
ternal strabismus. Throat slightly injected. 
Heart, lungs and abdomen negative. Extremi- 
tres. Hands clenched firmly. Moderate tremor. 
Puptts: heft slightly larger than right. Reactions 
of both to light sluggish. Reflexes. Knee-jerks 
normal. No Kernig. Brudzinski present. 

T., P. and R. as shown in the chart. Urine. Sp. 
gr. not learned (insufficient quantity). Alka- 
line at one of two examinations, the slightest 
possible trace of albumin at one, occasional leu- 
cocytes at one. Blood. Hgb. 70 per cent., leu- 
cocytes 25,400, polynuclears 77 per cent., tend- 
ency toward youthful type; reds normal. Stools 
negative. Lumbar puncture September 28, 9 
a. m., 18 c.c. clear fluid under moderately in- 
creased pressure. 75 cells. Globulin positive. 
Protein normal. September 28, 11 p. m., (thera- 
peutic puncture.) 15 ¢.c. clear fluid under no 
pressure. October 1, 18 c.c. clear fluid under 
increased pressure. October 2, 20 ¢. c. clear fluid 
under increased Wassermann and 


pressure. 
gold solution negative. Total protein 91. Sugar 
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0.054. October 4, 30 c.c. slightly cloudy fluid|the baby was more stuporous, refused a 
under increased pressure. night feeding, and showed slight turgor. 


Orders. September 28. Force fluids. Boiled 
milk diet. Castor oil 3 teaspoonfuls. Morphia 
gr. 1/80 s.c. once for convulsions. Individual 
precautions. Irrigate eyes with warm boric. 
September 30. Warm saline irrigations both 


t. 


From eleven to twelve o’clock that night 
she had a continuous convulsion, followed 
at twelve by profuse perspiration with labored 
and irregular respirations. After a lumbar punc- 
ture she was quiet for the rest of the night. 
The following afternoon similar symptoms were 
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ears every four hours. October 2. Hot saline 
irrigations both ears every three hours. October 
4. Potassium boro-tartrate gr. v; six such pow- 
ders. a wder dissolved in a little lukewarm 
water 2 i. 


September 29 450 e.c. of saline was given 
intraperitoneally. September 30 slight lagying 


again relieved in the same way. She had atypi- 
cal Cheyne-Stokes breathing at intervals dur- 
ing that day. During the next two days she was 
in coma, and seemed to grow steadily worse. 
October 2 500 c.c. of saline was given intra- 
peritoneally. The afternoon of October 4 she 
had two convulsions, somewhat relieved by lum- 
bar punctures, and that evening a third. A third 
puncture gave 30 c.c. of slightly cloudy fluid. 


of the right angle of the mouth was noted. 
The ear drums were normal. October 1 


The respirations in the early evening were rapid 
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and difficult, and there were rales throughout 
the chest. She lay very quietly all night, becom- 
ing very stiff when disturbed. Early the morn- 
ing of October 5 she died. 


Discussion 
BY DR. FRITZ B. TALBOT 


The history of vomiting is the outstanding 
feature of this case. The character of the vomit- 
ing at first attracted little attention, but as it 
became worse it became forceful. If the symp- 
tom of vomiting alone were taken into considera- 
tion, the following causes should be ruled out. 
(1) Indigestion. The history of putting a stone 
in her mouth and of passing something by stool 
which looked like flesh at first sight might be 
suggestive. When indigestible materials are 
eaten, however, the symptoms are usually acute, 
and instead of increasing in severity, decrease. 
Vomiting due to indigestion is practically never 
forceful. (2) Recurrent vomiting (cyclic vomit- 
ing) may be forceful, but it comes at intervals 
between which there is no digestive disturbance. 
It never comes at this age. (3) Pyloric stenosis 
and spasm, on the other hand, are diseases of 
the newborn or of early infancy. Vomiting 
from these causes hardly ever commences as 
late as ten months of age. (4) The symptom, 
however, may be due to increasing intracranial 
pressure. The fact that it has become progres- 
sively more pronounced is in favor of this ex- 
planation. 

Evidence in the physical examination confirms 
this assumption. One pupil is larger than the 
other. There is strabismus. Despite the fact that 
there is no Kernig sign, the Brudzinski sign is 
positive. The cell count of 75 is also consistent. 

The diagnosis, therefore, is some infection of 


the cerebrospinal canal. The long duration prac- | 


tically rules out infections with pyogenic or- 
ganisms such as the pneumococcus, streptococ- 
cus, and meningococcus. The negative Wasser- 
mann is against syphilis. The course of the dis- 
ease is against encephalitis, in which one would 
expect the most acute symptoms at the onset. 

The history and the clinical findings are typi- 
eal of tuberculous meningitis. The leucocyte 
count and the differential count may be explained 
by the otitis media. Toward the end Cheyne- 
Stokes breathing confirms the assumption of 
intracranial pressure. The diagnosis of tuber- 
culous meningitis with otitis media is therefore 
made on clinical evidence. The skin tuberculin 
is not recorded, and although there is no posi- 
tive laboratory evidence of this diagnosis the 
other evidence is very much in its favor. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Tuberculous meningitis. 
Bronchopneumonia. 


DR. FRITZ B. TALBOT’S DIAGNOSIS 


Tuberculous meningitis. 
Otitis media. 


ANATOMICAL DIAGNOSIS 


Tuberculous meningitis. 

Tuberculosis of a mesenteric gland. 

Miliary tuberculosis of the spleen, liver and 
lung. 


Dr. RicHarpson: The pia along the medulla, 
up along the pons, out the fissures of Sylvius, 
and between the frontal lobes showed a layer 
of grayish-yellow diffuse exudate, in places gran- 
ular, which stuck the lobes together. On the 


Piate L.—Sections from the pia in Case 10082, showing exudate 
in tuberculous meningitis. Mass of tubercle bacilli at A. 
Dr. H. 


Photomicrograph by Dr. Albert E. Steele. 


right side of the brain between the corpus eal- 
losum and the mesial aspect of the right frontal 
lobe there was a granular area which was red- 
dened and over which rested a small collection 
of blood clot. The vessels of Willis, sinuses, 
middle ears and the pineal and pituitary glands 
were negative. The ventricles showed no defi- 
nite excess of fluid, but the choroid plexuses 
were dirty red and roughened. The brain 
weighed 865 grams. The tissue was rather wet, 
but otherwise negative. The pia along the spinal 
cord was somewhat reddened and roughened. 
The gray matter was a little redder than usual. 
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The skin and mucous membranes were very 
pale. The subcutaneous fat was in fair amount 
and the muscles were negative. There was no 
fluid in the peritoneal cavity. On the peri- 
toneum in several places there were small hem- 
orrhagic areas. 

The appendix was negative. The esophagus. 
stomach and pylorus were negative, as were the 
intestines. 

The mesenteric glands generally were negative, 
but there was one enlarged gland 2 em. in diam- 
eter which showed marked caseous degeneration. 
The retroperitoneal glands were negative. 


~ 


fication of exudate at A in Plate I, 


Piate Il.—Higher 
showing tubercles in x 1500. 


Dre. H. Smirn. 
Photomicrograph by Dr. Albert E. Steele. 


The apices of the lungs were negative. There 
were no areas of consolidation. Macroscopically 
the tissue generally was pink and spongy and in 
a few places there were minute hemorrhagic 
areas. No definite tubercles were made out macro- 
scopically, but microscopically there were a few 
tubercles. 

The heart and circulatory apparatus generally 
were negative. 

Macroscopically there were no definite tuber- 
cles made out in the liver, but in the sections 
one tubercle was found. The spleen showed no 
definite enlargement, but the surface of the or- 
gan showed many scattered tubercle-like nodules. 
In the substance tubercle-like nodules were seen 
here and there. 

A well marked case of tuberculous meningitis 
extending down along the cord, with some 


miliary tuberculosis of the spleen, liver and 
lung, and tuberculosis of a mesenteric gland. 


Puate IL].—Tubercle bacilli in exudate in Case 10032. x 2000. 


“Dr. H. Smirn. 
Photomicrograph by Dr. Albert E. Steele. 


NOTE BY DR. TALBOT 


This case is an example which can be taken 
as evidence in favor of gastro-intestinal infec- 
tion, probably of bovine origin. The caseous 
mesenteric gland was apparently older than any 
lesion in the lungs. In infancy tuberculous in- 
fection is less often localized than in later child- 
hood, and when it escapes into the blood stream 
it usually becomes meningitis and miliary tu- 
berculosis. I cannot remember seeing any case 
of tuberculous meningitis which was localized 
in the nervous system alone. 

The lesson that such a case as this teaches is 
prevention of infection in children, especially 
during infancy. It is due to fear of such in- 
fections that cows’ milk is generally either pas- 
teurized or sterilized today, while a decade ago 
it was used almost entirely in the raw state in 
this city. 


CASE 10033 


An English janitor of fifty-seven entered De- 
cember 26 complaining of loss of weight. 


F. H. Unimportant. 
P. H. Negative except for an injury to his 
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leg with operation thirty-seven years ago, and 
nycturia 2-3. 


P. I. Two years before admission he had dull 
pain in the epigastrium about an hour after 
meals lasting two hours, not relieved by food. 
He was afraid to eat on account of pain. After 
six months of this he was treated in a hospital 
with milk diet. After a week the pain disap- 
peared. It returned however after he left the 


hospital and went back to solid food. After a 


tenderness to touch just below the ensiform, but 
no pain in that region. Three weeks before ad- 
mission he had one or two sharp attacks of pain 
in the back, relieved by turpentine stupes. 
Records of the Out-Patient Department. Ex- 
amination showed a tender point just below the 
ensiform; no tender points in the back except 
over the sacroiliac articulation. Wassermann 
negative. X-ray. The stomach contained a large 
residue of the meal at six hours. Peri 
was sluggish, an occasional deep wave being seen. 


The stomach contained a large residue of the meal at six hours.The extreme pyloric end of the stomach showed a small area of 


physician treated him with castor oil the pain 
disappeared and did not return. During the 
past few months he had had several attacks of 
dizziness, and felt as though the blood rushed 
to his head. Three months ago he began to 
lose weight. November 27, after having lost 
thirty-six pounds, he came to the Out-Patient 
Department. For the six weeks before admis- 

sion to the wards he had had continuous dull 
pain in the lower back extending half way up 
the back, not affected by movement. There was 


The tone was poor. The extreme pyloric end 
rity. 


P. E. A fairly well developed man showing 
evidence of loss of weight. Heart and lungs not 
remarkable. Abdomen protuberant, pendulous, 
soft ; definite tenderness with slight resistance in 
the epigastrium ; no masses. Genitals, extremi- 
ties, pupils and reflexes normal. 


Before operation chart normal; urine, sp. gr. 
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1.010, 3-5 leucocytes per high power field ; blood, 
hgb. 70 per cent., leucocytes 7,400, polynuclears 
69 per cent., reds normal. Wassermann negative. 
Gastric analysis. Fasting contents, 80 c.c. of red- 
dish-brown material. Guaiac negative. A few 
leucocytes, a moderate amount of mucus, a few 
squamous cells. Free HCl 33/100 cc. Total 
acid 44/100 cc. Test meal. 105 ¢.c. of white 
material. Guaiac negative. A large amount of 
starch, a few squamous cells. Free HCl 38/100 
c.c. Total acid 63/100 cc. X-ray. Appearance 
of proliferation and slight roughening of the 
margins of the vertebrae suggesting an arthritic 
process. No definite abnormality in the sacro- 
iliae region. 


The patient’s condition, its prognosis, and 
the possibilities of treatment were thoroughly 
discussed with him. He decided in favor of 
operation. December 28 it was performed. Next 
day his general condition was good. He was 
nauseated and vomited December 30. A stom- 
ach wash produced two quarts of greenish fluid. 
He continued to have nausea and vomiting. The 
next day the stomach was washed twice, both 
times with the production of gas and greenish 
fluid followed by relief. 

The night of December 31 there was moder- 
ate distention. About midnight the pulse sud- 
denly rose to 120. Next morning there was great 
distention. The patient was cyanotic and sweat- 
ing, with intense abdominal pain, not relieved 
by enemata, poultices or pituitrin. 

January 1 a second operation was done. The 
general condition of the patient was poor 
throughout the rest of the day. He grew grad- 
ually worse during the night and died at noon 
January 2. 


DISCUSSION 
BY DR. EDWARD L. YOUNG, JR. 


This is a man in whom we have to differentiate 
between functional digestive trouble and organic 
lesion. He is in the cancer age. He comes in 
for loss of weight which has extended over six 
months and is very considerable. In these cases 
we always have to bear in mind that a very 
large loss of weight can come because of lack 
of nutrition due to the patient’s fear of eating, 
or from lack of nutrition due to the fact that 
there is a block at the pyloric end of the stomach 
from ulcer or cancer and food is vomited with- 
out much absorption. Here we have not enough 
record to tell us whether the lack of nutrition 
might come from lack of intake or from lack 
of absorption. He had, two years ago, pain 
coming on at a definite time after meals, last- 
ing for two hours, and pain that was very severe 
because it made him afraid to eat. It was helped 
by milk diet and returned on solid food. Then 
it disappeared again. I should doubt somewhat 


whether the relation between the relief of pain 
and castor oil was very great. Then comes on 
the loss of weight. 

We have evidence enough here to say that 
there is an organic lesion. We do not know 
enough about vomiting to say whether or not 
there is any obstruction. The only thing to 
do is to see what help the x-ray will give us. 

Loss of weight in a man of cancer age with 
this story points a little more to cancer perhaps, 
whereas the type of pain seems to me more sug- 
gestive of ulcer. 

Dr. Merrill, will you discuss the x-ray exam- 
ination ? 

Dr. MERRILL: There is a relatively small group 
of gastric cases in which we are able to make a 
fairly positive diagnosis up to a certain point. 
In this man we were pretty confident in diagnos- 
ing an obstructive lesion invoiving the pylorus. 
The two principal lesions we have to bear in 
mind of course are pyloric ulcer and a small 
malignant lesion of limited extent. We recently 
have been interested in finding one or two cases 
which we have thought syphilitic, but as a gen- 
eral thing the diagnosis lies between these two. 
In a few of the cases it cannot be made positive- 
ly by the x-ray examination, and we have to 
tak. into consideration the clinical side of the 
story more or less. In this case I was somewhat 
misled by our story. We do not get the clinical 
history with the patient, and the only story we | 
have is a few notes made by a nurse. And from 
the character of the histories in general I am 
afraid that history-taking does not form a very 
large part of the nurse’s education. Our his- 
tory begins three months ago with stomach 
trouble. During that three months he has lost 
thirty-six pounds, and he is a man of fifty- 
seven years. So feeling pretty sure that he had 
a pyloric obstruction I said, more probably 


jeancer than ulcer. One other point influenced me; 


that was the character of the peristalsis. As a 
general rule in ulcer, inflammatory lesions of 
the stomach or duodenum, peristalsis is exag- 
gerated by the irritation probably, and in malig- 
nant disease of the stomach peristalsis is more 
quiet. In cases of pyloric obstruction accom- 
panied by dilatation and loss of tone the stomach 
muscle seems to have got tired out perhaps, and 
the peristalsis in the presence of an obstruct- 
ing ulcer may be quiet. At six hours this patient 
had a large residue in his stomach of approxi- 
mately two-thirds of the meal. The extreme py- 
loric area of the stomach was slightly irregular ; 
very little passed through into the duodenum, 
not enough to give us a shadow of it. The peri- 
stalsis was sluggish, at times showing a deep 
wave or series of waves suggesting obstruction. 
So we concluded that there was a definite lesion 
at. the pylorus with considerable obstruction; 
and from the general appearances and our mis- 
leading history, the man’s age, and other things, 
we thought that it was more probably malignant 
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than ulcer. We cannot tell from the picture 
which. 


Dr. Youne: Would you be able to say defi- 
nitely on which side of the pylorus that lesion 
was? 

Dr. MERRILL: No. 

Dr. Youne: Up to this point—up to what 
Dr. Merrill said, it seemed to me that the argu- 
ment was very much in favor of cancer. Is there 
any more history of vomiting than is given here? 
Because from the x-ray picture of obstruction 
we should expect that this man would have 
vomited more than we are led to think. : 

Dr. Capor: There is a flat-footed statement, 
nausea, no vomiting,’’—perfectly definite. 

Dr. Young: I assume that this x-ray was 
taken with a question of metastasis from a malig- 
nant process. We are not given any other rea- 
son. 

Dr. MerritL: It was because of the pain in 
the back. That was a large part of the complaint. 
1 think. 

Dr. Youne: Let us sum up the two bodies of 
evidence. A man in the cancer age, with a 
very considerable loss of weight, a story going 
back two years, perhaps a little longer than the 
cancer story generally goes— 

Dr. Richarpson: How do they establish the 
loss of weight? 

‘Dr. Youne: On the man’s evidence only. But 
he is very specific. He says thirty-six pounds, 
sc that he must have some reason on which to 
base it—An x-ray which shows obstruction: 
sluggish peristalsis. Those are the things more 
suggestive of cancer. On the other hand the 
chemical analysis of the stomach contents, the 
very definite type of pain, if we can believe it, 
coming on at a very definite time after eating, 
and symptoms relieved by the milk diet, are 
“more suggestive of ulcer. Now the lack of 
guaiac test in the stomach contents; if there is 
a lesion on the pyloric side of the stomach in- 
tensive enough to have caused the obstruction 
shown in the x-ray, it should have shown a 
positive guaiac. Of course with one examination 
that is of no great value. Then Dr. Merrill’s 
statement that they could not be sure on that 
x-ray that the obstruction might not be on the 
duodenal side makes me wonder whether this 
is ulcer. Were it not for the suggestion that 
Dr. Merrill gives us I think I should vote for 
cancer. 

Dr. MERRILL: When you asked me which 
side, | was thinking of anterior and posterior. 
Dr. Youne: I meant duodenal or gastric. 

Dr. Merritt: There often is a slight irregu- 
larity on the extreme pyloric end of the stomach 
if it is on that side, and if it is in the duodenum 
the pyloric end of the stomach will often fill 
out with a rounder and fuller outline, suggest- 
ing that the stomach is not involved. As I 
have stated, it is probably very close to the py- 


lorus, if anything on the gastric side; but I 
should call it pyloric—involving the pylorus. 

Dr. Youne: So as I thought of this I should 
put cancer down six out of ten and ulcer four 
chances out of ten, but go prepared to meet 
either condition that I should find. I should 
be very hesitant with this story about telling 
the patient that there was a cancer. 

Dr. Merrit: Was there a story of blood in 
the stools? 

Miss Painter: There was a stool examination 
which was negative. 

Dr. Youne: I should not be at all surprised 
to find not only ulcer but ulcer of the duodenum. 
I do not see that we have at all ruled it out. 

Gastric or duodenal, Dr. Cabot? 

Dr. Casor: I think nobody can tell. I can- 
not, and I never try. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


1. Carcinoma of the stomach. 
2. Peptic ulcer. 


PRE-OPERATIVE DIAGNOSIS DECEMBER 28 
Carcinoma of the stomach. 
FIRST OPERATION 


Gas and ether. Five inch median epigastric 
incision. The stomach was distinctly dilated, 
but the most careful examination failed to show 
anything wrong with the stomach, the pylorus 
or the duodenum. The pyloric ring was normal 
in size and smooth. It seemed that this dilata- 
tion was probably due to ptosis and not to the 
organic lesion that was suspected. The gall- 
bladder, both kidneys and the intestines were 
normal. The appendix was long, adherent, 
kinked, and bound down to the brim of the pel- 
vis; very clearly the source of chronic inflam- 
mation. ~The appendix was removed with some 
difficulty and the stump buried. The wound 
was closed in layers. 


PATHOLOGICAL REPORT 


A string-like appendix 9 em. long. Its lumen 
is patent. 


Chronic appendicitis. 
H. F. 


FURTHER DISCUSSION 


There is no such thing as primary chronic 
appendicitis. I am going to stick to it that 
this man has a lesion of the pylorus. 

Dr. Casor: Do we ever get such dilatation 
due to ptosis? 

Dr. Merritt: Occasionally we see a ptotic 
stomach which looks very large,—especially 
when accompanied by atony,—and fills with a 
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large shadow; but I think that gives a very dif- 
ferent picture. This was not a ptotic stomach; 
measuring as we see the patient standing up 
che height of the lower pole as compared with 
che erest of the ilium, for example, it was not 
what we eall a ptotic stomach. 

Dr. Youna: I think it is only in extreme 
eases that we get any stomach obstruction in 
»tosis. 

Dr. Casor: That is an ‘‘ orthopedic lesion.’’ 

Dr. Youne: Believing as I do that chronic 
appendicitis never exists as in this case, I am 
going to insist that the surgeon missed a lesion 
at the pylorus. Believing that it is easier to dis- 
cover a lesion on the gastric side, I am going 
to say uleer of the duodenum. 

A Puysician: How about a liver lesion? 

Dr. Youna: They should have discovered a 
carcinoma of the liver and of the pancreas, be- 
cause of symptoms in the biliary tract as ob- 
struction in the common duct. So I do not see 
how that can be considered. 

The condition on December 31 spells peri- 
tonitis. There is obstruction there. Whether 
that obstruction is due to peritonitis or whether 
there is a kink or volvulus I do not know. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Intestinal obstruction. 
General peritonitis. 


PRE-OPERATIVE DIAGNOSIS JANUARY 1 


Intestinal obstruction. 

SECOND OPERATION 
Gas-oxygen. Five inch incision below the um- 
bilieus in midline. On opening the peritoneum 
there was much gas and a small amount of turbid 
fluid. Careful examination failed to reveal the 
active cause of the peritonitis. A catheter was 
sewed into the loop of small intestine which 


presented in the wound. One cigarette drain to 
the abdominal cavity. 


I am going to say he has a perforated duodenal 
ulcer. I did not see where the gas could come 
from other than from perforation. 

Dr. MERRILL: Assuming that there was an 
overlooked ulcer in that neighborhood, would 
the previous operation and exploration have any 
relation to possible perforation two or three 
days later? 

Dr. Young: I suppose it would depend on how 
roughly that was handled. I should think it 
would be pure guesswork. 

Dr. Casor: Did they drain him? 

Dr. Youne: Not the first time. 


A Puysician: A condition that would be like- 
ly to perforate in two or three days,—wouldn’t 
the condition be such as to be fairly easily rec- 
ognized 

Dr. Youne:. Dr. Richardson has found a 
number of times an ulcer overlooked, so much 
indurated that one would think nobody could 
overlook it. So on that basis I think any sur- 
geon can overlook an ulcer that ought to be 
felt, or can feel an ulcer that is not there. I 
have seen both of those things. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


General peritonitis. 

Chronic dilatation of the stomach. 

Chronic appendicitis. 

Exploratory laparotomy, appendectomy. 

Laparotomy with drainage for general peri- 
tonitis. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
Uleer of the duodenum with perforation. 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 
Uleer of the duodenum with perforation. 
2. Secondary or terminal lesions 
General fibrinopurulent peritonitis. 
3. Historical landmarks 


Laparotomy. 

Appendectomy. 

Slight chronic pleuritis, left. 
Hemorrhagic edema of the lungs. 
Cyst of kidney. 


Dr. RicHarpson: There were the operation 
wounds mentioned. The abdomen was not dis- 
tended. The wall yielded, but the peritoneal 
cavity presented a universal fibrinopurulent peri- 
tonitis. The stomach was normal; but just be- 
low and about at the pylorus—in fact the upper 
margin of the ulcer was formed by the lower 
margin of the pylorus—on the right posterior 
lateral wall was an ulcer twelve by twelve mm., 
with rounded margins descending to a smooth 
grayish base, and in that base was a perforation 
involving about half of it. On the peritoneal 
side there were some old adhesions. metimes 


these ulcers are tucked away in such a fashion 
that they are really pretty difficult to find. 

A Puysician: With all that adhesion would 
you expect it to be found? 

Dr. Youne: I they were obvious that should 
give us a hint of trouble. 

Dr. Casot: Don’t you think the important 
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lesson here, Dr. Young, is that the should 
have known that he had not found the trouble? 
There was more there, if he had studied the 
whole history, than he could account for at the 
operation. 

Dr. Youne: Yes. I think that the story 
there and the x-ray picture were enough evi- 
dence so that he ought not to have let it go with 
‘‘chroniec appendix.”’ 

Dr. Casor: What about opening the duode- 
num to look in? Is that a thing you do? 

Dr. Youne: No. I think they ought to have 
had more faith in their preliminary studies, and 
I think that is true of a good many other surgi- 
cal conditions—that rather than do an explora- 
tory, which is a poor operation unless we are 
forced into it, suspicious gall-bladder lesions, for 
instance, or stomach lesions, or doubtful ap- 
pendicitis had better be watched until we make 
up our minds that it is that disease; then go 
in and take out the gall-bladder, for instance. 
Even though the gall-bladder may feel normal, 
if after competent study and long enough time 
to establish the fact that there is something 
there, even then if we find a normal feeling gall- 
bladder, take it out. 

A Puysician: Did that pylorus show stenosis? 

Dr. RicHARDSON: Not stenosis like that of the 
valves in the heart. The adhesions looped up 
one side of the duodenal wall; and the upper 
margin of the ulcer being the lower margin of 
the pylorus, the two things together would con- 
strict the pylorus to some extent. 


Gurrent Literature Department 


ABSTRACTORS 


Gerarpo M. BALBONI 
B. Breep 
LAURENCE D. CHAPIN 
AvusTIN W. CHEEVER 
RANDALL CLIFFORD 
Isapor CORIAT 
Ernest M. DALAND 
MAvRICE FREMONT-SMITH 
Horace GRAY 
Rosert M. GREEN 
Joun B. Hawes, 2p. 
Joun S. Hopeson 
Frep HopkKINs 


CHESTER M. JONES 
CHARLES D. LAWRENCE 
Tracy MALLORY 
HERMAN A. OscGoop 
Francis W. PALFREY 
Epwakp H. RISLEY 
GporcGe C. SHATTUCK 
WILLIAM H. SHEDDEN 
WARREN R. Sisson 
Georce G. SMITH 
WILDER TILESTON 
Henry R. VIEtTs 
Bryant D. WETHERELL 


THE Svurcica, or ACUTE AND CHRONIC 


KRETSCHMER, H. L., AND ALEXANDER, J. C. (Jour. 
of Urology, Nov., 1923), state that the indications 
which they have followed for operating on cases of 
acute epididymitis are: (1) Failure of rest, applications 
of large hot wet dressings, support of the parts, and 
the use of hot Sitz baths: (2) Presence of pus, that 
is, if upon admission to the hospital fluctuation can 
be demonstrated, showing clearly the presence of an 
abscess, operation is carried out immediately. (3) 
If pain persists or increases, if the swelling increases, 
and if the patient’s leucocyte count is high or in- 


creases during the time he is under observation, surgi- | bla 


cal treatment is advised. The cases of chronic epi- 
didymitis included in this series that were treated 
surgically, were operated upon chiefly because of the 
tence of pain and because of the presence of a 
hard, thickened, tender epididymis. (B.D. 


THE RELATION OF THE SCHOOL TO THE MENTAL HEALTH 
OF THE AVERAGE CHILD 


TAFT, JESSIE (Mental Hygiene, Oct., 1923). The 
author lays stress on the advantages of teaching men- 
tal hygiene in the school to the average as well as the 
sub-normal, psychopathic or delinquent child. Homes 
are too inaccessible. The ideas expressed in the paper 
are consistent with those of the general mental hy- 
giene movement as advanced by the National Commit- 
tee for Mental Hygiene. (H. R. V.] 


SurGIcAL PATHOLOGY OF THE SEMINAL VESICLES 


D111o0N, J. R., anp B F. E. (Jour. of Urolo- 
gy. Nov., 1923), write that a broader knowledge of 
the symptoms and signs of the various conditions of 
the histology and pathology of the seminal vesicles 
and perivesicular tissues will better guide us in the 
treatment of vesiculitis. Vasotomy and injection, and 
dilatation of the ejaculatory ducts undoubtedly offer 
an important aid in diagnosis and treatment upon pa- 
tients properly selected as to their condition at the 
time and the technique used. Owing to the impossi- 
bility of incising and draining all the infected diverti- 
cula or recesses of a seminal! vesiculitis, in patients 
not amenable to non-operative weasures, it is better 
to do a vesiculectomy in preference to a "_DWwl 


CONCENTRATING THE CELLS AND BACTERIA IN PROSTATIC 
SECRETION 


WattnHer, H. W. E. (Jour. of Urology, Nov., 1923), 
reports that prostatic secretion can be more satisfac- 
torily reported by concentrating the ceils and bac- 
teria by centrifuging for one minute in tube and ex- 
tracting with a platinum loop. 

[B. D. W.] 


THE CAUSATIVE ORGANISMS AND THE EFFECT OF AUTOG- 
ENOUS VACCINES ON CASES OF CHRONIC PROSTATITIS 


PLAYER, L. P., Lee-Brown, R. K., anp Matue, C, P. 
(Jour. of Urology, Nov., 1923), state that in cases of 
long-standing chronic prostatitis, the gonococcus was 
never recovered from the prostatic secretion, although 
culture methods were employed extremely favorable 
to its growth. Autogenous vaccine failed to produce 
any marked permanent effect on the cause of a chronic 
prostatitis, which we consider due to the histological 
structure of the gland under these DD Ww.) 


SEMINAL VESICULITIS AFTER PROSTATECTOMY DUE TO 
INFECTION WITH Micrococcus CATARRHALIS 


Boyp, Montacue L. (Jour. of Urology, Nov., 1923), 
reports the possibility of seminal vesicular infections 
being the cause of continued or recurrent fevers after 
prostatectomy, of discomforts and pains usually 
ascribed to the prostatectomy wound, and of a con- 
tinuation of urinary disturbances such as increased 
frequency of urination and burning on urination. 
Case reported is a micrococcus catarrhalis infection 
of the seminal vesicles. [B. D. W.] 


LEUKOPLAKIA OF THE BLADDER. REPORT OF A CASE 
VALENTINE, JuLIus J. (Jour. of Urology, October, 


1923), writes that the lesion seems to be limited to the 
dder, since the urine obtained by ureteral catheter 
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is free from epithelia which are so persistently pres- 
ent in the bladder urine. The opinion is offered that 
jeukoplakia usually exists in individuals: (1) who 
ave been subjects of chronic infections of the 

tract; (2) those who have an obstruction to the nor- 
wal outlet of urine. Syphilis cannot definitely be ex- 
cluded as an etiological factor in this case. Leuko- 
plakia may have existed in this individual prior to 
his acquiring syphilis or gonorrhea and as a result 
of these infections the lesion may have been brought 
into activity. 

[B. D. W.] 


DIVERTICULA AND CYSTS OF THE URETHRA 


Jounson, Frankuin P. (Jour. of Urology, October, 
1923), reports a case of cyst which had its origin 
probably in the left duct of Cowper’s gland. It was 
the size of a grapefruit, enclosed in the scrotum, hang- 
ing down between and below the testicles. Two types 
of epithelia were present,—stra squamous and 
stratified columnar. The stalk of the cyst led into the 
bulb posteriorly to the urethra. 

[B. D. W.] 


Tue INDICATIONS FOR INDIVIDUAL TREATMENT OF 
GONORRHEA WITH SPECIAL REFERENCE TO THE Re- 
SISTANCE OR FASTNESS OF THE GONOCOCCUS TO GERMI- 
CIDES 


WiLtiAMson, THomas V, (Jour. of Urology, Octo- 
ber, 1923), writes that the infinite diversity of the 
problem of gonorrheal infections imperatively de- 
mands the closest association of physician and pa- 
tient. In no other way can the diverse elements en- 
tering into this great complex be intelligently dealt 
with. Modern urology has proved beyond a doubt 
that there is no comparison whatever between the re- 
sults achieved when the patient is so cared for, and 
those where he is fitted out with a syringe and solu- 
tion and allowed to shift for himself. In truth, the 
gravity of the disease makes it a major problem in the 
practice of medicine. The vast army of sterile, stric 
tured, crippled, neurotic victims of the disease is in- 
controvertible evidence in support of a owl 

D. W. 


SPONTANEOUS EXPULSION OF PAPILLOMA OF THE 
BLADDER, WITH 


Sisk, Ina R. (Jour. of Urology, October, 1923), re- 
ports a case. Spontaneous expulsion is rare. Cysto- 
scopic examination after expulsion revealed nothing 
more than a mild acute areal cystitis. The point of 
origin of the tumor could not be located. 

[B. D. W.] 


UTERO-VESICAL FISTULA 


PARMENTER, F. J., AND LEUTENEGGER, CARL (Jour. of 
Urology, Oct., 1923), report a case of utero-vesical 
fistula, with the interest it awakened in making the 
diagnosis; also the operative method used in effecting 


its cure. [B. D. W.] 


INDICANAEMIA AS A SIGN OF CHRONIC AZOTEMIA 


SCHILLING AND Houzer (Miinch. med. Woch., Oct. 5, 
1923) report a comparative study of indican and 
urea-nitrogen in the serum of nephritics and normal 
subjects. In the latter, they find that the content of 
urea-nitrogen and indican in the serum is never in- 
creased. Even in abnormal indicanuria, the indican 
in the serum does not exceed 1.5. In high urea- 
nitrogen content, the prognosis is doubtful. With 
increased indican, the prognosis is always grave, for 
it surely indicates a chronic azotemia with threat- 
ening uremia as a result of renal insufficiency. The 
comparison between indican and urea-nitrogen, there- 


fore, seems most valuable. The determination of 
indican alone is moré valuable than of urea-nitrogen 
alone, since from the former the prognosis of the 
case is established. M. G.] 


THe Surcica, TREATMENT OF PUERPERAL FEVER 


VERELA (Miinch. med. Woch., Oct. 12, 1923) con- 
siders that the foundation of the surgical treatment 
of puerperal fever consists in wiping out the uterus, 
as often as necessary, with intermittent irrigation 
with Dakin’s solution. [R. M. G.] 


THE TREATMENT OF PYELITIS 


Hontwes, from his clinic at Duisburg, discusses 
(Miinch. med. Woch., Oct 19, 1923) the treatment of 
pyelitis. He believes that in more than a third of the 
cases of colon infection of the bladder and renal 
pelvis, complete bacteriologic cure can be 
only by intravenous treatment with argoflavin. For 
the remaining two-thirds of the cases, local irriga- 
tion of the bladder and renal pelvis is the most val- 
uable means of treatment. Intravenous injections 
of argoflavin are excellent to shorten and mitigate the 
general septic condition in pyelo-cystitis and to pre- 
pare for subsequent local treatment. The ideal treat- 
ment is a combination of argoflavin and local irriga- 
tion. M. G. 


PROLAPSED CoRD 


Harer, from Peham’'s clinic at Vienna, analyzes 
(Miinch. med. Woch., Oct. 26, 1923) a series of 90,468 
labor cases, among which were 894 instances of pro- 
lapsed cord. Over half of these occurred in posterior 
positions. The absolute infant mortality was about 
50 per cent. R. M. G.] 


GOITER AND TUBERCULOSIS 


HoFFMANN (Miinch. med. Woch., Nov. 9, 1923) dis- 
cusses the relation of goiter and tuberculosis, on the 
basis of ten personal observations. He considers that 
the formation of a goiter is largely a defensive meas- 
ure of the body against an active tuberculosis. Cor- 
respondingly, one should refrain from treatment of 
the goiter, or, if it cannot be avoided, carry it out 
specifically with old tuberculin. In general, one 
should warn against goiter operation, which should be 
undertaken only on urgent indication, especially when 
there is danger in delay. [R. M. G.] 


MALFORMATIONS OF THE PANCREAS 


DuscHL, from Schmincke’s pathologic institute at 
Tiibingen, reports (Miinch. med. Woch., Nov. 16, 1923) 
a case of absence of the head and tail of the pan- 
creas in a man of seventy-two. He collects other 
pancreatic. malformations from the 


Ear_y ANATOMICAL FvuGItTive SHEETS 


In the autumn, 1923, issue of Annals of Medical 
History (Vol. 5, No. 3), Caummer of Omaha describes 
his collection of early anatomical fugitive sheets, 
from the fifteenth to the seventeenth centuries. He 
has also studied and compared a number of other 
similar extant sheets in European libraries. On the 
basis of these investigations he has prepared a check 
list or classification of recorded fugitive sheets of 
this sort, and has sketched their genetic evolution. 
From the Hela skeleton, the earliest known anatom- 
ical fugitive sheet, of 1493, there is a developmental 
sequence through the Tabular of Vesalius and his 
imitators, the Adam and Eve plates, and the single 
sheets of female and male figures alone. A consid- 
erable number of types and variants are recognized. 
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Ten of these figures, representing typical varieties of 
the several classes, are reproduced in the text, two 
being full-page illustrations; an 
shown as a frontispiece ving. 

made a useful continuation of the work of Choulant, 
Sudhoff, Weindler, and Hollander in preserving 
knowledge of these interesting phenomena of anat- 
omic history. [R. M. G.] 


NEOSALVARSAN AND ELECTROFERROL IN THE TREATMENT 
or Pegniciovus ANEMIA 


Hitrmater, from Steyrer’s medical clinic at Inns- 
bruck, discusses (Wien. klin. Woch., Oct. 4, 1923) his 
experience with neosalvarsan and electroferrol in the 
treatment of cryptogenetic pernicious anemia. He 
recommends beginning treatment with electroferrol, 
and in case of failure continuing with neosalvarsan. 
Blood transfusion and other surgical and radiological 
treatment of pernicious anemia he regards as a last 
resort, which should be employed only in cases with 
symptoms threatening life. [R. M. G.] 


RESECTION IN PERFORATED GASTRO-DvopENAL ULCER 


MULLADER and Nevupercer, from Kirchmayr’s sur- 
gical clinic at Vienna, reports and discusses (Wien 
klin. Woch., Oct. 18, 1923) his experience with resec- 
tion in perforated gastro-duodenal ulcer. He believes 
that the prognosis depends on the duration of per- 
foration and the condition of the patient, rather than 
on the type of operation employed. M. G.) 


ACUTE MYELOBLASTIC LEUKEMIA 


Lascu, from Chvostek’s medical clinic at Vienna, 
reports (Wien. klin. Woch., Nov. 1, 1923) a case of 
acute myeloblastic leukemia in a susceptible patient 
with inferior hematopoietic system. The determining 
factor in the attack was probably a puerperal process 
six months previous. {R. M. G.] 


FUNCTIONAL TEST OF THE STOMACH 


GLASBNER and' WITTGENSTEIN (Wien. klin. Woch., 
Nov. 8, 1923) report their method of functional test 
of the stomach, which they believe to be as impor- 
tant as that of the kidney. Their method consists 
essentially in the local excretion of a dye, which 
indicates the functional capacity of the gastric 
glands. M. G.] 


TRANSPOSITION OF AORTA AND PULMONARY ARTERY 


llommMas( Wien. klin. Woch., Nov. 15, 1923) reports 
a case, in a five and a half months child, of trans- 
position of the aorta and pulmonary artery. This 
malformation he illustrates by and finds 
that it is explained by Spitzer’s theory, of which its 
phenomena constitute a postulate. {[R. M. G.] 


PULMONARY AND TRACHEAL SYPHILIS 


ScH N1ITzZLER, from Sternberg’s pathological clinic at 
Vienna, reports (Wien. klin. Woch., Nov. 22, 1923) a 
case of pulmonary and tracheal syphilis in a woman 
of thirty-one. Another case in a woman of sixty-three 
presented a gummatous syphilis of the trachea only. 
The demonstration of spirochetes in the wall of the 
trachea could not be accomplished, but there was no 
doubt of the clinical phenomena. {R. M. G.) 


oR RADIATION FOR UTERINE 
HEMORRHAGE 


SELLHEIM and Kienne, from the former's clinic at 
Halle, discuss in a separate article by each author 
(Miinch. med. Woch., Nov. 23, 1923) the relative mer- 
its of Réntgen castration and vaginal extirpation of 
the uterus in the treatment of uterine hemorrhage. 


‘| spread beyond the cervical nodes, 


From comparative blood examinations, they conclude 
that patients recover more rapidly and completely 
from the latter procedure than from or nua) 


TUBERCULOUS CERVICAL ADENITIS IN CHILDREN 


McEacHern, J. D. (Canad. Med. Assn. Jour., Vol. 
18, No. 12, Dec., 1923), concludes from a study of the 
literature and his own experience that the faucial or 
pharyngeal tonsil is the portal of entry in the major- 
ity of cases of tuberculosis of the lymph nodes in 
children, and should be removed in every case. The 
majority of cases of this disease in children are due 
to the bovine type of infection. The probability of a 
mutation from the bovine type of tubercle bacilli to 
the human type renders early infection a matter of 
serious moment. The testing for tuberculosis of all 
cows supplying milk for human consumption should 
be made compulsory. The sale of unpasteurized milk 
from any but certified cows shou'd be prohibited. 
It is desirable that sufficient hospital and sanitarium 
accommodation be provided for spreaders of tuber- 
culous infection, and that provision be made for the 
care of children from homes where tuberculous indi- 
viduals live. In cases where the disease has not 
radical operation 
with the removal of the portal of entry, if possible, 
is the surest and safest method of effecting a perma- 
nent cure. [A. W. C.] 


HEREDITARY SYPHILIS 


Morgan, E. A. (Canad. Med. Assn. Jour., Vol. 13, 
No. 12, Dec., 1923), writes of this subject from the 
Hospital for Sick Children, Toronto. He found about 
670 of the 2000 stillbirths and miscarriages in To- 
ronto due to syphilis, about 4 per cent. of ward ad- 
missions due to the disease. He found one quarter of 
the late cases reporting with incurable physical de- 
fects, as deafness, permanent impairment of vision, 
and mental deficiency. The problem is a serious one 
and not sufficiently recognized by the profession. 
Antenatal efficient treatment should save over 90 
per cent. of otherwise congenital cases or mis- 
carriages. He advocates early intensive treatment in 
the infants unless they are too sick, maintenance of 
maternal nursing at all costs. In late cases he advo- 
cates two years of treatment. [A. W. C.] 


Sypuinis as We See It AMONG THE NATIVES OF 
BUCHUANALAND TODAY 


McArtHour, C. D. (Amer. Jour. Syph., Vol. 7, No. 3, 
July, 1923) describes in detail with many fine photo- 
gruphs syphilis as it occurs there, differing consid- 
erably from that seen in this country and Europe. 
There is seen very little visceral syphilis, practically 
no neuro-syphilis; isolated lesions are unusually 
chronic. Genital chancres are relatively uncommon, 
due to a certaim amount of regard for virginity, 
while unnatural practices and the common use of 
pipes, eating and drinking utensils, and other dirty 
habits account for the majority of cases of acquired 
disease. Congenital syphilis is general in» many 
families, while miscarriages from this cause are not 
common, The author, while aware that third gener- 
ation syphilis cannot be proved, feels sure from a 
study of over 1000 families that in Buchuanaland, at 
least, third and even fourth ow syphilis does 
commonly occur. [A. W. C.] 


Tosias, N. (Arch. Devin. Syph., Vol. 8, No. 5, Nov., 
1923), describes five cases of this abnormality occur- 
ring in three generations of one family, the largest 
number of familial cases in American A WO) 
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TORCH-BEARERS 


AT no time in the history of medical progress 
have the opportunities for leadership in medical 
thought and medical advance been greater than 
at the present. It must not be forgotten, how- 
ever, that opportunity is almost synonymous 
with responsibility; that in proportion to the 
opportunities which are opened up before us is 
the responsibility imposed upon us to take full 
advantage of these opportunities, to develop 
them to their limits, and to be ever on the alert 
for further ones of which to take advantage. 
The parable of the talents is a permanent lesson 
for Christianity, which is to say civilization, for 
Christianity in its broadest sense remains the 
greatest driving force the world has ever known. 

Those who have had the opportunities of lead- 
ership in internal medicine placed in their hands 
are today the most potential figures in our pro- 
fession. The art and practice of surgery have 
taken prodigious strides in the last few decades 
due to the influence of Pasteur and Lister, and 
moving under the impetus derived first from 
antiseptic and later from aseptic technique, un- 
til now every part of the human body has been 
invaded, and with success. Surgery, notwith- 
standing, except for further perfections of tech- 
nique, has reached the limits of its development, 
for the present, at least. © 


The application of the fundamental sciences 
to the problems of internal medicine, on the 
other hand, is still in its beginnings. Our 
knowledge of body chemistry and metabolism 
and the physiology of disease is almost rudi- 
mentary, although doors have been opened that 
permit imperfect views of the rich fields beyond. 

The surgeons have done their utmost in the 
control of cancer; the problem is now a medical 
one. Pernicious anemia and other diseases of 
the blood; the chronic degenerative conditions ; 
further successes in the diabetic field; a larger 
and more practical knowledge of infection and 
resistance,—these are but a few of the pages 
that must be written full by the internist. 

There is an everlasting flame of opportunity 
that cannot be extinguished, but at it each must 
kindle his own torch to light his way and that 
of others whose guidance has been given to his 
care. Those men who have been chosen as lead- 
ers in the field of internal medicine in our hos- 
pitals and schools must be the torch-bearers of 
our generation. 


INVESTIGATIONS OF PRACTICAL 
VALUE 


INTERESTING statistics and statistics inval- 
uable to the medical profession have been rap- 
idly accumulating in the few years that exami- 
nation of freshmen has been compulsory at Har- 
vard. The results of these examinations, made 
annually during the last ten years, have been 
recently announced at Cambridge, according to 
the Boston Herald. 

Important among the data enumerated is the 
fact that more than 70 per cent. of the present 
freshman class have systolic cardiac murmurs, 
although less than 2 per cent. have organic 
heart lesions. About 7 per cent. of the freshmen 
have albumin in the urine, and his experience of 
the last ten years enables Dr. Roger I. Lee to 
state emphatically that this sign is not neces- 
sarily a symptom of nephritis; indeed in almost 
every case it disappears during the college 
course without treatment. 

Other interesting facts brought out are that 
over 50 per cent. of the freshmen have had some 
nose or throat operation, and that the figure of 
7 per cent. who have been operated upon for 
appendicitis is fairly constant. Beginning in 
1919, the freshmen have been rated for posture, 
and in that year over 80 per cent. were found 
to have poor posture. This figure has con- 
stantly improved until in the fall of 1923 only 
68 per cent. were rated as standing poorly. 

In general, this group of students seems to 
have had the benefit of more intelligent medical 
supervision than some of their predecessors, and 
instances of neglected teeth, diseased tonsils and 
poor vision, not corrected by glasses, are un- 
common. | 
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Dr. Lee is to be congratulated on the unusual 
organization which he has developed in Cam- 
bridge, and the striking success with which it 
has met. A knowledge of the average physical 
condition of a certain section of the population 
is more valuable to us than a knowledge of dis- 
ease without a normal standard of health by 
which to measure its importance. The intelli- 
gence with which this work has been conducted 
should give it high rank in constructive medi- 
cine. 


HONEST THERAPEUTICS 


KNOWLEDGE of drugs and their uses is grad- 
ually, it would appear, becoming confined to 
the pharmacologists. ‘‘Therapeusis made easy’’ 
might well become the slogan of the manufac- 
turers of proprietary remedies, and there is no 
doubt that many otherwise reputable physicians 
frequently prescribe by name proprietary prep- 
arations of whose formulae they are unaware. 

The school of practitioners who could write 
at will, correctly and with great speed, prescrip- 
tions calling for four or more ingredients is 
gradually passing. The modern principle is to 
know a few drugs, to know them well, to use 
them only for definite indications, and to min- 
gle them as little as possible. There are those 
who can be said to have lived up to this prin- 
ciple honestly, but, on the one hand, are those 
who still write with ease prescriptions for ail- 
ments of which they may perhaps be sometimes 
ignorant, and on the other hand are those who 
delegate this branch of their art to the manu- 
facturers. 

We are all familiar with the roving agents of 
the drug trade who come to our offices, often in 
lieu of patients, and help us while away the 
hours, leaving, before they depart, their quota 
of sample bottles to take their places, for a time, 
on the revolving book-case before fulfilling their 
destinies in the office ash can. 

Some of these are honest preparations of 
proven value, of which we are glad to be made 
aware; others are the products of secret proc- 
esses, and these we should shun if we are to 
practice medicine in justice to our patients and 
ourselves. 


JOINT COMMITTEE ON STATE AND 
NATIONAL LEGISLATION 


THE attention of the members of the Massa- 
chusetts Medical Society is called to proposed 
legislation affecting the medical profession, and 
the active codperation of the Auxiliary Commit- 
tee is requested. 


House Bill No. 62 is a petition of Joseph D. 
Toomey relative to the qualifications of appli- 
eants for examination for registration as physi- 
cians. 

This petition meets with the approval of both 
profession and the public, being a needed law. 
Some opposition is expected from medical 
schools which do not require customary entrance 
examinations and standard curriculum, but our 
united efforts should help to pass this bill. 

House Bill No. 223 is a petition of Merle D. 
Graves for an amendment of the law relative to 
midwives and the practice of midwifery. 

This petition requires registration by the 
Board of Registration in Medicine, after an oral 
and written examination. It also requires, that 
‘*she is a graduate of a reputable school for mid- 
wives approved by the board.’’ Opinions of 
physicians who practice in localities which have 
a large percentage of foreign-born patients are 
being solicited, that the committee on legislation 
may be properly advised concerning the bill. 
The consensus of opinion seems to be, that 
when the foreigner has been here for a few 
years, a physician and not a midwife is em- 
ployed for maternity cases. 

House Bill No 414, introduced by Dr. Samuel 
B. Woodward, a former president of the Mas- 
sachusetts Medical Society, provides for vacci- 
nation of certain children in private schools. 

This bill calls for our individual and also for 
our united effort in order that the legislators 
might be properly instructed with facts and 
figures, by their family physicians, before vot- 
ing on this important measure. Universal vac- 


cination should stamp out the dread disease of 
smallpox. 


THE ANNUAL DIRECTORY 


THE JOURNAL has issued as a supplement to 
the issue of January 3 the annual directory of 
the Massachusetts Medical Society, with both 
alphabetical and local lists of the Fellows. The 
Society had on January 1 4107 Fellows, an in- 
crease of forty-nine over last year at that time. 
All Fellows are urged to look at their names in 
the directory to see that they are correctly en- 
tered and their addresses as they. wish ther. 
Without assistance from the Fellows themselves 
it is impossible to keep the list accurate. A 
postal card to the secretary will put matters 
straight, if they are not straight. The last ad- 
dress is given in default of a new one. Another 
year it is hoped to issue the directory in book 
form, instead of flat, as in recent years, revert- 
ing to the shape in which it appeared previous 
to 1914. Don’t forget to look for your name 
in this year’s directory. 
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THE LIFE EXPECTANCY OF COLLEGE 
ATHLETES 


FresH data on ‘‘The Life Expectancy of Col- 
lege Athletes’? was furnished for the officials 
meeting at Atlanta by William H. Geer, director 
of the department of physical education at Har- 
vard University, when he read a paper at the 
annual meeting of the Athletic Research So- 
ciety. Mr. Geer’s fact-finding was a prelimi- 


nary report on the subject, based on the records | $271 


of Harvard athletes who participated in four 
major sports over a period of nearly half a cen- 
tury 


The Harvard official, after sketching the re- 
sults of previous studies on this fascinating 
theme, reaches the conclusion that the best 
method of obtaining more reliable information 
is to conduct a similar research at institutions 
throughout the country, but calls attention to 
the fact that heredity is disregarded in the in- 
vestigation. 

His study, based on the lives of men who won 
their ‘‘H’’ in rowing, baseball, football, and 
track athletics, reveals that the gridiron heroes 
have died in greater comparative numbers, for 
the ratio of actual deaths as contrasted with 
actual deaths in the other three branches of 
sports is about 70 per cent. Football’s ratio is 
97 per cent., yet this is not considered to be 
particularly significant, in that he knows that 
‘*a few early deaths in the football group had 
no relation to athletics.’’ 

Among Mr. Geer’s early remarks were: 
‘‘That the evidence of a statistical study is fa- 
vorable to the athlete ought not to occasion any 
surprise because the college athlete is a member 
of a highly selected group. . . . If it could be 
proved by statistical or other studies that this 
condition did not obtain, there would be ground 
for serious charges against intercollegiate ath- 
letie competition. Wienever charges have been 
made against competitive athletics, carefully 
conducted investigations have failed to substan- 
tiate them.’’—Boston Transcript. 


BETH ISRAEL HOSPITAL FUND 


ADDITIONAL contributions amounting to $75,- 
923 were reported December 26 at a meeting of 
the workers in the million-dollar Beth Israel 
Hospital campaign, making the total $660,923. 
This sum, it was stated by Al. A. Rosenbush, 
chairman of the campaign, was contributed by 
fewer than nine hundred individuals. 

The meeting, which was attended by 150 rep- 
resentatives of the trades teams, was one of the 
most enthusiastic held during the campaign. It 


was announced that a number of contributions 
were received unsolicited, among them being 
one of $500 from the Boston Post. 

The largest amount reported by a trade team 
was from the real estate group, captained by 
Joseph Rudnick, with $22,620. Other team re- 
ports were as follows: Autos and supplies, 
$1205; printers and stationers, $750; lawyers, 
$5705; ladies’ wearing apparel, $5300; men’s 
clothing, $9585 ; dry goods, $8225 ; food supplies, 
$2025 ; dentists, $700; physicians and druggists, 
$2425; jewelers, $1875; leather and _ shoes, 
$3855 ; furniture, $4750; cleansing and dyeing, 

0; miscellaneous, $4193. 

At last night’s meeting Albert A. Ginsberg, 
president of the Beth Israel Hospital Associa- 
tion, stated that the Jewish people of the com- 
munity owe a duty and a debt to the city of 
Boston for the medical treatment they have 
received in the city’s institutions, and the best 
payment of that obligation, he declared, will be 
to erect this hospital as a gift of the Jews to the 
people of Boston. 


DRIVE IS OPENED FOR N. E. BAPTIST 
HOSPITAL 


THE campaign of the New England Baptist 
Hospital for $400,000 to complete the building 
now in process of construction on Parker Hill 
Avenue, Roxbury, opened officially in Ford Hall 
with a meeting of more than sixty workers 
whose aim will be to secure the necessary money 
by January 21. 

The campaign received an auspicious start, as 
W. A. Jepson, chairman of the campaign com- 
mittee, announced that the list of contributors 
was headed by the late Col. Edward H. Haskell, 
who a few days before his death last Tuesday in 
Pasadena, Cal., gave $50,000, this contribution 
being in addition to the modern Nurses Home 
presented to the hospital last month. A contri- 
bution was also received from Lieut.-Gov. 
Alvan T. Fuller, but the amount was not an- 
nounced. 

Chairman Jepson emphasized the fact that 
the New England Baptist Hospital is open to 
everybody, regardless of race, creed or color, 
and although nearly 35 per cent. of its services 
have been given free or part free, the hospital 
in its thirty-one years of existence has never 
had a deficit. 

Dr. W. Quay Rosselle, pastor of the Malden 
Baptist Church, said: ‘‘ Wherever Christianity 
has gone its work has resulted in schools, hos- 
pitals, and churches. Colonel Haskell in his 
generous gifts to the New England Baptist Hos- 
pital, walked in the shoes of the Lord.’’ 

A. C. Olson instructed the workers how to go 
about the campaign work. Talks were also given 
by each of the ten division leaders in the cam- 


paign. 


Volume 190 EDITORIAL 
Number 3 
Miscellany 


114 


EDITORIAL DEPARTMENT 


Boston M. & 8S. Journal 
January 17, 1924 


TO GIVE MEDICAL LECTURES 


Unper the direction of the Harvard Medical 
School, a series of lectures open to the public 
began on Sunday, January 6, and will continue 
through May 4. Each of the lectures will be 
delivered at four o’clock in the amphitheatre of 
building B. Doors will be closed five minutes 
after the hour. The list of speakers and sub- 
jects for the series is as follows: 

January 20.—Dr. Benjamin White, ‘‘Small- 
pox and Vaccination.’’ 

January 27.—Dr. George 8S. Derby, ‘‘ Conser- 
vation of Eyesight.’’ 

February 3.—Dr. William H. Robey, ‘‘ What 
Can We Do to Prevent Heart Failure?’’ 

February 10.—Dr. James H. Means, *‘On the 
Various Types of Thyroid Disease and Their 
Significance to the Individual and to the Com- 
munity.”’ 

February 17.—Dr. William H. Geer, ‘‘The 
Relations of Exercise to Health.’’ 

February 24.—Dr. Charles J. White, ‘‘The 
Contagious Diseases of the Skin and Possible 
Measures to Avoid Them.” 

March 2.—Dr. Charles A. Brackett, ‘‘Pain 
and Anesthetics.’’ 

March 9.—Dr. Elliott P. Joslin, ‘‘ Diabetes 
and Insulin.’’ 

March 16.—Dr. Lawrence J. Henderson, 
**Blood.’’ 

March 23.—Dr. James S. Stone, ‘‘Some Sur- 
gical Conditions Common among Children.’’ 

March 30.—Dr. David Cheever, ‘‘Successes 
and Failures of Surgery.’’ 

April 6—Dr. Franklin S. Newell, ‘‘Modern 
Obstetrics.’ (To women only.) 

April 13.—Dr. Hans Zinsser, ‘‘The Question 
of Specific Treatment in Tuberculosis.’’ 

April 27.—Dr. Harris P. Mosher, ‘‘Catarrh.”’ 

May 4.—Dr. George A. Dix, ‘‘Syphilis.’’ 


THE CITATION IN THE AWARD OF THE 
SOFIE A. NORDHOFF-JUNG CANCER 
RESEARCH PRIZE 


Dr. JOHANNES professor ordinarius 
in pathological anatomy at the University of 
Copenhagen, has demonstrated, following re- 
peated experimentation, that parasites play an 
important réle in the formation of certain types 
of tumors in the proventriculi of rats. 

Furthermore, he has succeeded in effecting 
papillomata and undoubted carcinoma through 
the parasite nematode. Though the earlier re- 
sults of Fibiger’s work date back a number of 
years, he unremittingly labored towards an in- 
terpretation of the significance of parasitic irri- 
tants in malignant tumor formation, likewise of 
mechanical and chemical irritants. Fibiger and 
his associates have contributed generously to 
the literature of cancer production through the 
feeding to rats of oats and the application of tar 


to their tissues. In this way they have con- 
firmed the successful work of Stahr and Yama- 
giva. 

The commission on the award consisted of 
Professors Borst, Doederlein, v. Romberg and 
Sauerbruch, all of the University of Munich. 


HAMPSHIRE DISTRICT MEDICAL 
SOCIETY 


A REGULAR meeting was held on Wednesday, 
January 9, 1924, at 4.30 p.m., at Boyden’s Res- 
taurant, Northampton. Dr. George E. McPher- 
son, superintendent of the Belchertown State 
School, spoke on the subject of ‘‘The Common- 
wealth’s Program for the Feeble-minded Child.’’ 
Dr. McPherson dwelt especially on what is 
hoped to be accomplished educationally and 
otherwise in the school. 

Announcement was made of the sale of ‘‘A 
History of the Massachusetts Medical Society’’ 
by Dr. Walter L. Burrage, orders for which 
could be placed with the District Secretary if 
desired. Dinner was served at 6 p.m. 

Dr. George W. Rawson of Amherst has left 
for a cruise around the world. He will resume 
practice early in July. 


N. E. BAPTIST HOSPITAL PROFITS BY 
COLONEL HASKELL’S WILL 


By the will of Edward H. Haskell of New- 
ton, filed recently for probate, approximately 
$500,000 is left to public institutions. There 
are private bequests totalling $50,000. No 
valuation of the estate is given. 

The chief beneficiary among the public insti- 
tutions is the New England Baptist Hospital, 
Boston. The will directs the executors of the 
estate to complete any part of an unexpired con- 
tract entered into during the lifetime of the de- 
ceased, for the erection of a building in connec- 
tion with the hospital and to be known as the 
Haskell Home for Nurses. In completing this 
contract the executors are ordered to spend up 
to $120,000, less any sums already advanced 
by the deceased for this purpose. 

The will also contains two $50,000 bequests 
to the hospital, one of which is to be used toward 
the creation of a new group of buildings now 
under construction ; and the other to be used in 
maintaining a district nursing service among 
the worthy poor of Roxbury. The first of the 
$50,000 bequests is made with the provision 
that sums already given by the deceased for the 
purpose outlined, be deducted from the $50,000. 

Many smaller bequests are made to various 
educational institutions and missions. The 
Addison Gilbert Hospital of Gloucester is a 
beneficiary to the extent of $10,000, and the 
Newton Hospital gets $5000. 
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BERI-BERI IN JAPAN 


The Japan Medical World publishes an ar- 
ticle by Ohomori in which statistics show that 
the mortality due to beri-beri in Japan increased 
from 1910 to 1918, and since the latter date 
there was a marked decrease. The number of 
deaths have varied from five to twenty thousand, 
with an average of two deaths per ten thousand 
of the population. This disease accounts for 
1.23 per cent. of all deaths. The ratio of 
deaths corresponds closely with the rice produc- 
tion. The disease is most prevalent among sol- 
diers, laborers, factory girls, and students or, 
in other words, in cities and industrial regions. 
It is claimed that the essential cause of the dis- 
ease is the lack of vitamine B, for beri-beri has 
been found when polished rice did not enter into 
the diet, and foods rich in vitamine B have cured 
the disease promptly. 

Status lymphaticus and warm temperature 
with high humidity are predisposing and induc- 
ing causes. In the treatment two hundred 
grams of bran will produce almost immediate 
benefit. 


ISOLATION OF THE ACTIVE PRINCIPLE 
OF THE PITUITARY GLAND 


AT a meeting of the Federation of American 
Societies for Experimental Biology held in Cin- 
cinnati, December 31, Professor J. Abel of 
Johns Hopkins reported that pituitary extract 
had been obtained as a highly purified salt of 
tartaric acid, and that it was probably a single 
chemical compound capable of being made syn 
thetically. 


BERKSHIRE DISTRICT MEDICAL 
SOCIETY 


A REGULAR meeting was held in the rooms of 
the Park Club at Pittsfield, Friday, January 
11, 1924, at 2.30 p.m. 

William P. St. Lawrence, M.D., of the Sloane 
Hospital for Women of New York City, spoke 
= “‘Care of the Infant During the First Six 

onths.’’ 

F. H. Howard, M.D., of Williamstown, re- 
ported cases of encephalitis. 


ARTICLES ACCEPTED BY THE COUNCIL 
OF PHARMACY AND CHEMISTRY 


In addition to the articles enumerated in our 
letter of December 1, the following have been 
accepted : 

Cutter Laboratory.—Anti-Anthrax Serum for 
Human Use—Cutter, Diphtheria Toxin-Anti- 
toxin Mixture—Cutter, Diphtheria Toxin for 
the Schick Test—Cutter; Rabies Vaccine—Pas- 


teur (Cutter), Tetanus Antitoxin for Human 
Use (Concentrated )—Cutter. 

E. R. Squibb and Sons.—Diphtheria Toxin- 
Antitoxin, 0.1L+-. 

Winthrop Chemical Company.—Elixir of 


Veronal. 
W. A. PuckNner, 
Secretary Council on Pharmacy and Chemistry. 


THE EYE SIGHT OF FORD WORKERS 


TWENTY-NINE thousand Ford workers have 
defective vision, according to a report made by 
the Ford management to the Eye Sight Conser- 
vation Council of America, which, following in- 
vestigation of industrial waste of the Hoover 
Committee of the FederatedAmerican Engineer- 
ing Societies, is conducting a survey of eyesight 
conditions among the nation’s industries. 

‘‘The present number of employees of the 
Ford Motor Car Company at Detroit,’’ said the 
Ford report to the Council, made public here, 
“is 65,000. Of this number 60,000 have re- 
ceived eye examinations. The company first 
started to make tests for sight in 1912. 

‘‘The results of even superficial tests of this 
sort show the amazingly high proportion of in- 
dustrial workers having defective vision. Of 
the 60,000 persons who received eye examina- 
tions, 31,000 were found to have normal vision, 
and 29,000 were found to have defective vision. 
Almost half of this large group of workers, or 
48.5 per cent., had vision below normal.”’ 


OXYGEN BREATHING APPARATUS FOR 
MINERS 


NEARLY 30,000 miners in the United States 
have been granted certificates by the Depart- 
ment of the Interior for their proficiency in the 
use of self-contained mine rescue oxygen breath- 
ing apparatus after a complete course of train- 
ing from instructors of the Bureau of Mines, 
Several thousand other miners have been 
trained by state mining departments and mine 
operators. Several thousand self-contained 
mine rescue oxygen breathing apparatus have 
been sold in the United States; the Bureau of 
Mines alone owns about 300 sets, and employees 
of the Bureau have used breathing apparatus 
as a means of saving life or property at 151 
mine explosions or mine fires. 

The history of breathing apparatus dates 
back at least to 1853, when Professor Schwann 
devised a portable machine similar to those in 
use today for a prize competition of the Belgian 
Academy of Science. The Fleuss apparatus in 
its original form was designed by H. A. Fleuss 
over forty years ago in England. In 1903 an 
early type of the Draeger apparatus appeared 
in Germany. Early developments and experi- 
ments in breathing apparatus were mainly con- 
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fined to European countries, the value of the 
apparatus being quickly recognized by various 
European governments. The Philadelphia & 
Reading Coal and Iron Company of Pennsyl- 
vania, and the Anaconda Copper Mining Com- 
pany of Butte, Mont., were among the first com- 
panies in this country to provide rescue appa- 
ratus at their mines, making these installations 
about 1907. 


Obituary 


CHARLES PARKER BANCROFT, M.D. 


Dr. CuHarLes ParKer Bancrort, of Concord, 
N. H., died suddenly of cerebral hemorrhage on 
December 14, 1923, at the Mary Hitchcock Hos- 
pital in Hanover, N. H., where he had been en- 
gaged at the time in the duties of consultant in 
mental hygiene, in which capacity he had served 
at Dartmouth College for three years. 

Dr. Bancroft was born in St. Johnsbury, Vt., 
January 11, 1852. He was educated in the 
public schools of Concord, N. H., at Phillips- 
Andover Academy, and at Harvard University. 
He received his A.B. degree from Harvard in 
1874, and graduated from the Medical School 
there in 1878. He engaged in general practice 
in Boston, and served as house officer in the 
Boston City Hospital. He also served as 
assistant superintendent of the New Hampshire 
Asylum for the Insane, now the New Hamp- 
shire State Hospital, for a brief period, and in 
1882 was appointed Superintendent of the New 
Hampshire State Hospital, succeeding his 
father, who had been Superintendent of this 
institution for twenty-five years. Dr. Charles 
P. Bancroft resigned as Superintendent of the 
hospital in 1917, after serving in that capacity 
for thirty-five years. The combined services of 
his father and himself extended over a contin- 
uous period of sixty years. 

In 1890 Dr. Bancroft carried out the move- 
ment initiated by his father for state care of the 
insane, which transferred patients from the 
county poor farms and placed them under care 
of the State, thereby making better and more 
scientific treatment possible. 

In 1888 Dr. Bancroft established a Training 
School for Nurses at the New Hampshire State 
Hospital, one of the pioneer schools in hospitals 
for the insane. 

Dr. Bancroft was an able alienist. His serv- 
ices were sought both in and out of his State 
in courts of law for instruction to the court and 
jury. He had written much in short mono- 
graphs that have been justly prized for their 
scientific and honest deductions. He had time 
to be a helpful citizen. His interests were as 
many as there were needs in deserving causes. 
With the soundest integrity, without ostenta- 


tion, Dr. Bancroft was a fine example of a nor- 
st possessing a well-balanced, scientific 
mind. 

Dr. Bancroft was a member of the American 
Medical Association, the American Psycholog- 
ical Society, the New England Society of Psy- 
ghiatry and Neurology, the Boston Society of 
Psychiatry, the Boston City Hospital Alumni 
Association, having been the president of the 
last four societies. He also had been the presi- 
dent of the New Hampshire Medical Society. 

At the time of his death he held the position 
of chairman of the State Board of Charities for 
New Hampshire and also of the Board of Trus- 
tees of the New Hampshire State Hospital. 


HENRY ALBERT SUITOR, M.D. 


An able physician and a keen analyst 
sessed of a sympathetic personality, has. son 
lost to those who knew him, through the death, 
on December 2, of Dr. Henry Albert Suitor. 
Those qualities that fix the moral stature of a 
man,—patience, kindness, generosity, unselfish- 
ness, sincerity,—were in a great measure con- 
tributory to a successful career, which he earned 
by unremitting effort. 

Born September 17, 1879, at Fairlee, Vt., his 
boyhood days were passed in environments that 
tested and strengthened his moral stamina. 
Graduating from the high school at Barton, and 
having completed a three-year preparatory 
course at Dean Academy, he subsequently grad- 
uated from Tufts College Medical School in 
1906, after which he engaged in the practice of 
medicine at West Burke. In 1910 he established 
himself as a practicing physician at South Deer- 
field. A member of the American Medical So- 
ciety, he was also president of the Franklin 
County Medical Society, a member of the Bi- 
County Medical Society and on the staff of the 
Farren agro Hospital, Greenfield, Mass. For 
many years he was the school physician 

r. Suitor it may truthfully be said that 
he adhered strictly to the ethics “of his profes- 
sion. His patients were his friends, and with 
an utter disregard of conditions, inclemency of 
weather, hour of the night or the distance to be 
covered, an urgent call for assistance always 
found him ready and willing to respond. 

In 1907 he married Sadie Louise Gilman of 
Waterville, Quebec, who with their two sons, 
Douglas and John, survives him. He also 
leaves two sisters, Mrs. Robert Addley, of Lan- 
easter, N. H., and Mrs. Ethel Davis of Hudson, 
Mass. In his home he was a devoted husband 
and father, and his happiness with his family 
and home contributed to the rounding out of a 
singularly full life. 

He was a member of Melha Temple, 
A.A.O.N.MLS., a life member of the Past Mas- 
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ters’ Association of Masons of Franklin and 
Hampshire Counties, member of the Greenfield 
Chapter of Rose Croix, Greenfield ‘Council 
Princes of Jerusalem, Greenfield Lodge of Per- 
fection, member of the Connecticut Valley Con- 
sistory, King Philip Chapter, 0.E.S., and a past 
master of Mount Sugar Loaf Lodge, A.F. and 
A.M., of South Deerfield. 

He was a lover of clean sport, having played 
on the Tufts College varsity baseball team for 
four years, the last year of which he served as 
its captain. The interest in athletics which he 
always maintained accounts for the keen delight 
afforded him- in following the development of 
the undergraduate, counselling him when advice 
was in order, and reprimanding him when the 
occasion required, but always his advice was 
such as an older brother might give to a younger 
one. In work and in play his life was one of 
sacrifice, service, and devotion to his fellowmen. 

On March 5 of last year, after a very trying 
winter, he suffered a shock which rendered him 
incapacitated for further duty. The subsequent 
months were spent in a vain attempt to regain 
his health, during which there were brought 
into play the fighting qualities that have char- 
acterized his entire life. The intensity of the 
shock was, however, too severe to be overcome, 
even with the assistance of the best medical and 
surgical skill which was afforded him, and on 
the night of December 2 he crossed to the other 
side of the valley. 

The funeral service, which was held in the 
Congregational Church at South Deerfield on 
Wednesday afternoon, December 5, was, regard- 
less of the inclemency of the weather, largely 
attended, representative bodies of the various 
organizations of which he was a member, to- 
gether with the students of Deerfield Academy, 
being present. 

The impressive eulogy delivered by the pas- 
tor, Rev. Charles L. Stevens, based on an inti- 
mate acquaintance, was a fitting tribute to the 
man who had devoted so many years of his life 
to his fellows. Howard Roche of Gardner, 
M i y Miss Blanche Brown, 


' sang with deep feeling, ‘‘Sometime We’ll Un- 


derstand.’’ 

His brother Masons at his request performed 
the last rites of the order over his remains in 
Laurel Hill Cemetery at Old Deerfield, where a 
profusion of floral tributes bore but mute testi- 
mony to the esteem in which Dr. Suitor was 
held. The bearers were Sam. W. Childs, Robert 
L. Savage, George Canning, and George N. 
Morse. During the hour of the funeral all busi- 
ness in South Deerfield was suspended. 


EDWARD MARWICK PLUMMER, M.D. 


Dr. E. M. PLummer, Professor of Otology in 
Tufts College Medical, School, died at the Car- 
ney Hospital, of pneumonia and heart disease, 


January 3, 1924. He was born in Raymond, 
Maine, September 25, 1856, was a graduate of 
Dartmouth Medical School in the class of 1882, 
started practice in Portland, came to Boston in 
1887 and settled in Charlestown. In 1890 he 
joined the Massachusetts Medical Society. He 
devoted himself to diseases of the ear early in 
practice, became aural surgeon to the Carney 
Hospital and professor of otology at Tufts 
thirty years ago. He was interested in swim- 
ming as a form of exercise and was for many 
years a constant frequenter of the L Street 
bath-house, being a member of the American 
Association for the Advancement of Physical 
Education. Besides giving instruction at the 
Tufts Medical School he was an instructor in 
the Boston Polyclinic, was on the consulting 
staff of the Rufus Frost Hospital in Chelsea and 
the Deer Island Hospital, Boston Harbor. 

Dr. Plummer held membership in the Amer- 
ican Otological Society, the New England Oto- 
logical and Laryngological Society, American 
College of Surgeons, American Medical Asso- 
ciation, Boston Medical Library, Charlestown 
Medical Society, the Society of Colonial Wars, 
Sons of the American Revolution, and Appa- 
lachian Mountain Club. 

He is survived by a widow and two children. 


News 3tems 


RemovaL.—Dr. Frank E. Stowell announces 
the removal of his offices to the Chapin Building, 
29 Pearl Street, Rooms 528-530, Worcester, 
Mass. 


OFFICERS OF NATIONAL COMMITTEE ‘FoR MEN- 
TAL Hyq@rmene.—Dr. Frankwood E. Williams was 
re-elected Medical Director of the National 
Committee for Mental Hygiene at the annual 
meeting of the Board of Directors, held in New 
York City, on December 28. The following were 
elected members of the Executive Committee: 
Dr. William L. Russell, Medical Director, 
Bloomingdale Hospital, White Plains, New 
York; Dr. Walter E. Fernald, Superintendent, 
Massachusetts School for the Feeble-minded, 
Waverley; Dr. Stephen P. Duggan, Director, 
Institute of International Education, New York 
City; Dr. William A. White, Superintendent, 
St. Elizabeth’s Hospital, Washington, D. C.; 
Dr. Charles P. Emerson, Dean of the Medical 
School, University of Indiana, Indianapolis; Dr. 
C. Floyd Haviland, Chairman, State Hospital 
Commission, Albany, New York; Dr. Arthur H. 
Ruggles, Superintendent, Butler Hospital, 
Providence, Rhode Island, and Mr. Matthew C. 
Fleming, attorney, New York City. Dr. Wil- 
liam H. Welch, President of the National Com- 


mittee for Mental Hygiene, presided. 
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MEETING oF BosToN MEDICAL 
Lisrary.—At the annual meeting of the corpo- 
ration of the Boston Medical Library, held in 
the Library, January 8, 1924, the following of- 
ficers and members of committees were elected 
for the year 1924: President, Dr. George H. 
Monks ; vice-presidents, Dr. William N. Bullard, 
Dr. Homer Gage, Dr. George G. Sears; secre- 
tary, Dr. Walter L. Burrage; treasurer, Dr. 
Richard G. Wadsworth; librarian, Dr. John W. 
Farlow; executive committee, Dr. John W. 
Bartol, Dr. John W. Cummin, Dr. Edward C. 
Streeter; committee on medical and social meet- 
ings, Dr. Malcolm Storer, chairman, Dr. Wil- 
liam B. Breed, Dr. Hilbert F. Day, Dr. William 
W. Howell, Dr. A. William Reggio; committee 
on membership and elections, Dr. Charles F. 
Painter, chairman, Dr. Leroy M. S. Miner, Dr. 
Anna G. Richardson, Dr. John C. Rock, Dr. 
Conrad Wesselhoeft. 

The corporation voted to ratify the action of 
the executive committee in selling the last of the 
real estate in Newburyport which had been left 
to the Library by the will of the late Ellen 
Brewer Wyman of that city in 1915. 

The finances of the Library were reported to 
be in a satisfactory condition, although the treas- 
urer would like to have receipts from a larger 
membership. It is hoped that the newly elected 
committee on membership and elections, headed 
by Dr. C. F. Painter, will be able to secure a 
larger percentage of the physicians of Greater 
Boston for the rolls of the Library. 

Dr. Richard P. Strong gave a most interest- 
ing talk on tropical ulcerations of the skin, illus- 
trated by lantern slides, which was enjoyed by 
those present. 

According to the report of the Librarian the 
Library now contains 119,000 books and 77,000 
pamphlets. 


Correspondence 


A REPORT OF AN INTERESTING CASE 


Mr. Editor: 

I am sending with this the transcript of a report of 
a case of rupture of the uterus which occurred in 
the practice of Dr. John Walton, of Pepperell, Mass., 
in the year 1800. This report was written in a beau- 
tiful fine script and no doubt with a quill, upon both 
sides of small leaves of paper, now brown with age, 
measuring about six by three inches. Apparently they 
were taken from a small notebook. They are much 
worn at the edges, and in places are hardly legible. 

This interesting report was found by Dr. Charles G. 
Heald of Pepperell among the papers and books which 
his father, the late Dr. William F. Heald, had re- 
ceived from Dr. Walton or his estate. Judging from 
the minuteness of detail, it was written soon after the 
occurrence of the tragedy, while it was still fresh in 
mind. I believe the transcription is very aged 
exact, although some words have been partially 
literated by the wear on the paper; attention has 
been called to the doubtful portions by notes in brack- 
ets. No comment on the advantages afforded the 
practitioner of today by the triumphs of modern 


surgery could be half so eloquent as is this vivid 
picture of the hopeless situation which confronted the 
doctor of a century ago 

In a personal communication Dr. Heald has given 
the result of investigations made by him regarding 
some of the individuals mentioned in the report. He 
writes: “I think the ‘Dr. P.’ must have been Dr. 
Oliver Prescott, who was at that time practicing in 
Groton. He was a younger brother of Col. Wm. 
Prescott of Bunker Hill fame. It is interesting to 
know that he was born April 27, 1731, took his first 
degree at Harvard in 1750, and his second degree 
there in 1753. He was prominent in the Massachu- 
setts Medical Society and the New Hampshire Med- 
ical Society, and in 1791 the degree of M.D. was con- 
ferred upon him pro honoris causa by Harvard Uni- 
versity. Who the ‘Dr. H.’ was I cannot find out. 
There was in Pepperell at that time, however, a 
Joseph Heald (my great great grandfather), who was 
an ‘herb doctor,’ among other activities. He was not 
a graduated physician and I do not know that he 
made medicine a profession. He was in the state 
Legislature for years and very active in town affairs, 
and may have acted as an obstetrician, though I can 
find no proof of this. He was an able man, however, 
and I have the big iron mortar and pestle he used 
in making his remedies, and the small drawers that 
used to contain his herbs are still in existence in the 
house in which he lived. 

“Dr. John Walton died in Pepperell December 21, 
1862, at the age of 92 years. The book plate in his 
medical books bears the date 1791, and I am reason- 
ably sure that he was practicing here at that time. 
My father (Wm. F. Heald) began practice in Pep- 
perell in 1874 and so continued, with the exception of 
a few years, until his death in 1907. 

“This seems about all I can tell you at present. 
From the woman's initials (P——y E——n) I 
in the old Parish Records the death of ‘Mary Emer- 
son, Feb. 27, 1800, aet 38 years, in travail. [P——y 
would, of course, mean Peggy, the familiar equiv- 
alent of Mary.] If this is the same person referred 
to, it is of interest to know that she was the wife of 
a son of Parson Emerson, who was the minister here 
and who is supposed to have made the prayer for the 
Colonial troops the night before the battle of Bunker 
Hill.” The transcript is as follows. 

HERBERT 


Nashua, N. H. 
A LACERATED UTERUS 


L. Smrru, M.D. 


Mrs. P——y E——n Aet 39 of an extraordinary 
short stature & extremely corpulent being married 
about 4 [?] years was delivered ef two mature large 
but dead children, & with extreme difficulty & suf- 
fered 5 abortions. About 8 Years since she was 
exercised with a Mi-—— [illegible] fever which ter- 
minated in an ague sore, or abscess, at an equal dis- 
tance between ye tuberosities of ye Os femoris & 
left kidney after which she was frequently exercised 
with pains & sometimes [7] nausea at ye stomach. 
Being often called upon, by her, for relief, I found 
that 01. Ric. answered the best purpose of any medi- 
cine prescribed & when this could not be obtained the 
smoke of Tobacco afforded partial ease. 

Feb. 23 1800 at 10 O’Clock A.M. Labor pains com- 
menced, she being pregnant with her 3d child. At 
3 O'Clock next morning J. W. her physician & ac- 
coucheur, was desired to attend. All this day & ye 
night ensuing ye pains were frequent regular, strong 
& laborious, but had little tendency to dilate ye Os 
internum. The following day ye pains ye same, 
stronger if possible; & at 1 O’Clock in ye morning, ye 
waters had largely protruded ye Os externum, to ye 
ob- | bigness of a Tea cup; they now burst & discharged 
large quantities, while ye patient is in an erect posi- 
tion. Upon further examination ye Os Internum is 
found to be in diameter equal to a pi——reen [por- 
tion of word illegible}. 
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The pains proving inefficacious as it is thought ad- 
visable to call in Dr. P. He visits at 8 O’Clock A.M., 
& finds ye head resting on ye brim of ye pelvis, as 
had been suggested; the os internum lax, thick & 
but little dilated, & enquiring relative to former la- 
bors, & finding they were tedious, mentions ye pro- 
priety of trusting still to ye operations of nature, 
rather than to use, or attempt any extraordinary 
assistance. Reccommends Venesection & a cooling 
chathartic as her strength is no ways exhausted & 
her pains continue strong, & takes his leave. 

The bleeding is opposed, in consequence of difficul- 
ties heretofore arising from that source, but ye cha- 
thartic is administered & operates favorably. 

26. The pains & their effects much ye same. D. P. 
is again called upon & finds things as they were 
26 [?] hours before, excepting an increase of pains in 
frequency & strength. Excepting from ye difficulties 
of ye case an unfavorable issue reccommends ye 
calling of Doct. H. an old & an experienced practi- 
tioner, & in ye interim ye patient is supported by 
L. L. mild cordials & soothing conversation, ye prog- 
ress of ye Labor being carefully attended to at ye 
same time. 

27th D. H. arrived at 4 O'Clock A. M. & finding ye 
pains a littled abated in their frequency & force, ye 
os internum dilated to ye size of a crown piece feeling 
thick & soft during ye intermissions, but tense & hard 
in ye paroxysms of ye pain & ye head of ye foetus 
still remaining upon ye brim of ye pelvis. He gave 
it as his opinion that these circumstances would not 
justify an immediate attempt to deliver her by 
forcible means, but that we ought to avail ourselves 
of every advantage expected to be derived from delay, 
and ye relaxing power of opiates exhibited ye pre- 
ceeding evening, & to wait ye vigorous return of ye 
pains, especially as her strength & spirits hold out 
remarkably well, there being no particular symptoms 
of imminent danger present. 

Accordingly no attempt was made to deliver her, & 
she continued much in ye same state during ye re- 
mainder of ye night & next morning untill about 10 
O’Clock A.M. when her pains were observed to en- 
crease in frequency & force & ye os internum was so 
far dilated, that her delivery was judged to be prac- 
ticable, without greatly endangering its laceration, 
although ye head of ye foetus had not in any meas- 
ure altered. 

On consultation it was now unanimously agreed 
that ye pains could never effect her delivery & to put 
her strength to further trial by further waiting, must 
endanger her life by the inflammation & mortification, 
which ye long continued & violent pressure of ye head 
upon ye parts might induce. Accordingly an imme- 
diate attempt to deliver with instruments was re- 
solved upon & every disposition made for that pur- 
pose. But before D. H. to whose lot it fell to com- 
mence ye operation could be seated, in ye midst of a 
strong pain ye patient suddenly complained, that she 
felt such a pain, as she was sure she never before 
experienced, & being asked where it was, she clapped 
her hand upon ye abdomen, & said it extended from 
her stomach to ye pubes & groin. And being further 
questioned what it resembled; she said she could 
compare it to nothing but a violent inflammation. 

It ought to be remarked, that this new & extraor- 
dinary sensation in ye abdomen seemed instantly to 
arrest & suspend ye opperations of ye natural Labor 
pain in ye midst of it. But this new sensation, how- 
ever, in a few minutes subsided in a considerable 
degree. After the usual period between her pains 
had elapsed, there was ye appearance of another 
labor pain coming on, which immediately terminated 
like ye preceeding one, only in an increased degree 
of the unusual distressing inflammation rather sensa- 
tion of ye abdomen; & this again in its turn, in a 
great measure soon subsided, leaving after it a sense 
of fulness & pressure at ye stomach, or uneasy feel- 
ing in ye abdomen, together with a short laborious 
respiration. 


From this time, till her death, she never felt ye 
least sympton of another Labor pain. But these last 
symptoms remaining, she desired to be raised from a 
supine to a setting position, which was accordingly 
done; but in her transition from ye bed to ye chair, 
a quantity of fluid was discharged upon ye floor, 
which had ye appearance of blood & much alarmed 
ye attendants, but which upon a minute inspection 
was found to be only water tinged with blood. 

The symptoms taking this strange turn ye resolu- 
tion to attempt her delivery was suspended, in order 
to investigate ye nature & cause of those unexpected 
& extraordinary occurrences. However, being placed 
in a chair, she sat & smoked several pipes of Tobacco, 
which she had been accustomed to do for ye cholic. 
At length she complained of drowziness & at her own 
request was laid upon ye bed & allowed to repose. 
She slept quietly, except when awakened to moisten 
her lips, nearly 3 hours. Afterwards she was again 
raised into a chair, at which time a quantity of bloody 
water, which ye attendants again took for an haem- 
morrhage appeared, which during her repose had 
penetrated ye sheet, which was round her & stained 
ye Linnen upon ye bed. On this account, as well as 
evident marks of encreasing debility which seemed 
fast gaing [sic] upon her, such as an encreased fre- 
quency smallness & weakness of ye pulse & an ex- 
— countenance, her danger was deemed immi- 
nent. 

Although there were no pains it was deemed expe- 
dient to make a further examination, to ascertain 
whether ye os internum might not be so far dilated 
as to admit ye hand in order to bring ye child foot- 
ling. But what must have been our surprise to find 
that no part of ye foetus could be discovered by ye 
vaginal touch? It had completely receded without 
our reach & no part of it could be felt! 

A consultation being held & ye symptoms retracted, 
in order to investigate ye cause of this last most ex- 
traordinary phenomenon, we will recapiltulate ye 
leading & most prominent of them, which led to ye 
following conclusion. The patient had been exercised 
with regular & strong pains for about [no number 
given] hours, without ye head passing into ye pelvis 
in ye usual manner. Here we concluded that ye sup- 
posed distortion of ye pelvis was in fact a reality. 
That this principally, together with ye known rigidity 
of ye Os internum in pert was ye true cause of pre- 
venting its descent. Furthermore in ye midst of a 
strong pain ye unusual sensation of ye abdomen took 
place, which instantly as it were arrested & sus- 
pended ye operation of ye labor pain, & finally pre- 
vented their recurrence. Directly after this unusual 
sensation of ye abdomen, a discharge of bloody water 
from ye Vagina followed. Lastly, upon examination 
being made sometime after, it was found that ye 
foetus had quitted its former situation, & had com- 
pleatly receeded beyond our reach, so that no part 
of it could be discovered. The nature of these symp- 
toms, together of ye order in which they succeeded 
each other in conjunction with an evidently increased 
fulness of ye abdomen (which ought to have been 
before mentioned) now dispelled every ambiguity & 
doubt, as to ye nature of ye case, and imposed upon 
us ye disagreeable task of giving it frankly & un- 
equivocally as our opinion, that ye uterus was rup- 
tured, that ye foetus had passed through ye breach 
into ye cavity of ye abdomen & that it was abso- 
lutely out of ye power of art to afford her any essen- 
tial relief. 

We advised to give her no additional pain by a 
fruitless attempt to deliver her, but to keep her as 
easy as possible, & wait ye tragical event. She was, 
at her own request undressed & put into a warm bed, 
& laid apparently easy for a while, but speedily came 
on singultus, vomiting, together with encreased lassi- 
tude & debility difficulty of breathing & a quick small 
pulse. At 7 O’Clock P.M. she began to throw up, or 
emit from ye stomach copiously an atrabiliary matter, 
which continued to recur at short intervals, with en- 
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creased labor of respiration, which each puking in 
some means relieved untill 13 Minutes past 10 being 
about 11 hours from cessation of her pains, when 
calling for ye bowl in which she puked, & making an 
effort she raised ye matter into her throat, but being 
too far exhausted to throw it out, she quackled * sunk 
and expired almost without a gasp. & apparently in 
ye calm exercise of her mind & ye free enjoyment of 
‘her senses, until within 5 seconds of her exit. 

Her pulse grew quicker & smaller as her dissolu- 
tion approached, & for a considerable time before she 
expired, while she evidently possessed her reason, it 
entirely ceased to be perceptible. As we had put our 
judgment at issue, by opcnly giving our opinion of ye 
nature of ye case, while she was living, we requested 
permission to inspect ye body after her decease, in 
order to demonstrate to ourselves, & others ye truth 
or error of our position. The request was granted, & 
ve following are ye phenomena which presented them- 
selves. 

Upon laying open ye parietes of ye abdomen, ye 
first thing that presented itself was a large male 


foetus, entirely extruded from ye Uterus lying across | 


ye A 
[The report stops here at the bottom of a page. 
The next page is missing.] 


*A provincial English word meaning “choked.” The dictionary 
gives it as a transitive verb; it is used here intransitively. 
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NOTICES 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


By the courtesy of tne Executive Committee, an 
invitation to hold the January meeting at the Brock- 
ton Hospital has been accepted. Therefore the Janu- 
ary meeting will be held at the Brockton Hospital, 
January 17, 1924, at 11 a. m. Clinic from 10 to 11 
a.m. Speakers: 

Edward P. Richardson, M.D., of Boston. Subject: 
“The Surgery of Peptic Ulcer.” Discussion by Drs. 
Barrett and Goddard. 

George A. Moore, M.D., of Brockton. Subject: 
“Report of a Case of Acute Intestinal Obstruction. 
Due to Congenital Atresias with Situs Inversus.” 

Luncheon, 1 p. m. Service Building will be dedi- 
eated after lunch. 


Watrace C. Kerru, Secretary. 


BOSTON MEDICAL HISTORY CLUB 

Meeting at Boston Medical Library, Monday, Janu- 
ary 21, at 8.15 p. m.: 

George Sarton, D.Se., The Study of Medieval Sci- 
ence. 

William Pearce Coues, M.D., Some Medical Episodes 
in the Life of Catherine II of Russia. 

Light refreshments after the meeting. 


W. CumMIN, M.D., Secretary. 


ANNUAL MEETING OF THE BOSTON TUBERCU- 
LOSIS ASSOCIATION 


The annual meeting of the Boston Tuberculosis 
Association will be held at 3 Joy Street, Boston, on 
Tuesday, January 22, at 4 p. m. In addition to re- 
ports of the officers, Dr. David R. Lyman, Medical 
Director of the Gaylord Farm Sanatorium, Walling- 
ford, Conn., will deliver an address on The Tubercu- 
losis Problem as Applied to Children. This paper will 
be illustrated by the lantern and views will be shown 
of the Prendergast Preventorium for Children. Inci- 


dental to the meeting, children from St. Catherine’s 
School, Charlestown, who have enrolled themselves 
in the Modern Health Crusade, will be present in uni- 


including 


form and will give a musical program, 
songs and musical selections. 


The Council of the Association will meet immedi- 
ately following the general meeting. 


HARVARD MEDICAL SOCIETY 


The next regular meeting of the Harvard Medical 
Society will be held as usual in the amphitheater of 
the Peter Bent Brigham Hospital, January 22, 1924, 
at 8.15 p.m. The program follows: 

1. Exhibition of cases. 

2. Heliotherapy and Surgical Tuberculosis by Dr. 
Plato Schwartz, Buffalo. 

3. Alpine Lamp Therapy in Tuberculosis by Dr. 
Edgar T. Mayor, Saranac Lake, New York. 

All members of the medical profession, medical stu- 
dents and nurses are invited. 


Giivert Horrax, M.D., Secretary. 


THE NEW ENGLAND OTOLOGICAL AND 
LARYNGOLOGICAL SOCIETY 


The annual meeting of the New England Otological 
and Laryngological Society will be held on Thursday 
evening, January 24, 1924. 

The annual dinner will be served at 7 p. m. at the 
University Club, 270 Beacon Street. 

Dr. Crockett will read a paper on “Meningeal Com- 
plications Following Septal Operations,” and Dr. Em- 
erson will follow with a paper on some new work 
recently completed, entitled “Is Slowly Progressive 
Deafness a Rhinological or Otological Problem?” 

At 4.30 p. m. there will be a clinical meeting at the 
Massachusetts Charitable Eye and Ear Infirmary 
under the direction of the staffs of the Massachusetts 
Charitable Eye and Ear Infirmary and the Massachu- 
setts General Hospital Throat Department. ; 


Frank E. President. 
Joun H. Buiopcetr, Secretary. 


Hospital. 
924:—Annual meeting, 
Hampden District :—The meetings for the year are as follows: 


1904, ot April, 1924, at Springfield; 


Middleses South District Medical Seciety: 


January 30, 1924:—In association with the Boston 
the Middlesex Seuth District Society at the 
February 27, 192 Section, in association 
at p. m. 
March 26, 1924:—Meeting of the Medical 
with the Boston Association for the of Heart 
Disease, at the M Library at 8.15 p. m. 
April 30, 1924:—Annual meeting, to be held at the Bostas 
Medical at 8.15 p. m. 


Worcester District :—The meetings for the year are as follows: 
y~ orcester. 


STATE, INTERSTATE AND NATIONAL GOCIBTIES 


Schedule of meetings of the New England Dermatological Sootety: 
Wednesday, February 18, 1934, at 3 m., in the Skin Out- 


t Department, 
Wednesday, 0, 1084, at 3 » in Surgieal Amphi- 
A.  % 


= 
SOCIETY MEETINGS 
DISTRICT SOCIBTIBS 
Eesez South District Medical Society: 
January 28, 1924:—Lynn Hospital. Speaker, Dr. Frank EL 
Lahey of Boston. 
j 
Hampshire District Medical Society: 
Meetings held bi-monthly, the second Wednesday in the month, 
at Boyden’s Restaurant, Northampton. 
January 80, 1924:—Combined meeting with Suffolk District at 
the Boston Medical Library. 
Suffolk District Medical Seciety: 


